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Abstract
Despite numerous theories of obsessive-compulsive disorder (OCD) there remains 
a lack of empirical research exploring the developmental origins of obsessionality. 
This study therefore sought to build on the recent convergence of cognitive and 
psychodynamic approaches to further investigate OCD. Specifically this study 
explored whether people with OCD differed in terms of their perceived parental 
rearing styles, self-ambivalence and ability to mentalize. Furthermore, it also 
aimed to explore whether there was any relationship between these factors and 
obsessive-compulsiveness. A cross-sectional questionnaire design was used with 
three groups which included 34 individuals whose primary problem was OCD, 64 
individuals whose primaiy problem was an anxiety problem that was not OCD and 
a non-anxious control group consisting of 38 participants. Participants completed 
the Hospital Anxiety and Depression Scale as a measure of mood, the Padua 
Inventory Washington State Inventory Revision as a measure of obsessionality. 
The Parental Bonding Instrument to assess recollections of parental rearing styles. 
The Self-Ambivalence Measure and the Reading the Mind in the Eyes Test as a 
proxy measure of mentalization. The OCD and anxiety groups were found to 
report recollections of reduced care and increased overprotection by their parents. 
The OCD group were also found be significantly more self-ambivalent than the 
other groups. No differences were found between the groups in terms of ability to 
mentalize. Furthermore, self-ambivalence was found to partially mediate the 
relationship between parental rearing style and obsessionality. The results of this 
study contribute a mechanism for translating parental rearing experiences in to later 
obsessionality.
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INTRODUCTION 
Obsessive Compulsive Disorder
Obsessive Compulsive Disorder (OCD) has been defined as the presence of 
recurrent obsessions and/or compulsions, which cause marked distress and 
significantly interfere with a person’s daily functioning (American Psychiatric 
Association (APA), 2000). Obsessions are repetitive, persistent and unwanted 
thoughts, impulses or images that the person finds unacceptable and/or repugnant 
and consequently cause the person intense anxiety and upset (APA, 2000; 
Rachman, 2003). Therefore a person who experiences obsessions will commonly 
attempt to ignore, suppress or neutralize them by performing a compulsive act in 
order to reduce distress or to prevent perceived harm occurring to themselves or 
others. Compulsions can include repetitive behaviours, such as washing, ordering 
and checking or mental acts, such as praying or counting (APA, 2000). The most 
common compulsions are excessive cleaning and/or checking (Clark, 2004). The 
presence of either obsessions or compulsions is sufficient to meet diagnostic 
criteria, although most commonly people experience both (de Silva & Rachman, 
2004).
Prevalence rates for OCD in adults have been estimated at approximately 2% 
within the general population although the accuracy of this figure has been 
questioned. This is due to some methodological concerns regarding the 
classification of severity of cases, as well as the finding that a significant 
proportion of individuals with OCD do not seek professional help for up to 10-15 
years (Veale & Wilson, 2005). The prevalence and generally psychopathology of 
OCD is believed to be similar across the world although specific content of 
obsessions is assumed to vary between cultures to reflect common concerns found 
within a particular culture (de Silva & Rachman, 2004). Differences in gender are 
also thought to exist within the content and expression of OCD, with males more 
likely to have obsessions about numbers, exactness or sexual obsessions and 
women more likely to have aggressive obsessions and compulsions involving 
washing (Veale & Wilson, 2005). Typical age of onset is earlier in males, who 
tend to develop symptoms between 6 years and 15 years compared to females who 
are more likely to do so between 20 years and 29 years. Prevalence of OCD in 
children is therefore more common in boys but it becomes equally common in 
males and females in adulthood (APA, 2000). Onset is generally gradual with the
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majority of individuals experiencing periods of increased symptoms in relation to 
stress. Onset after the age of 40 is comparatively rare (Rachman & Hodgson, 
1980) but co-morbidity with other disorders, especially anxiety and depression is 
extremely common (Clark, 2004).
Theoretical understandings of OCD
Given that OCD is one of the most common psychiatric disorders (Rasmussen & 
Eison, 1992) and is considered as one of the most disabling (World Health 
Organisation, 1996), it is perhaps unsurprising that it has stimulated research from 
a range of fields. Although space precludes a full account of all theories of OCD, a 
brief overview of three of the key theories to date is provided.
The Psvchodvnamic model of OCD
The psychodynamic model was one of the earliest theories of OCD with it being 
believed that Freud was the first to distinguish the disorder that is now known as 
OCD, but which Freud termed “obsessional neurosis” (Kempke & Luyten, 2007). 
Freud went on to write 14 papers on OCD (Meares, 2001) and most notably 
presented the “Rat Man” case (Freud, 1909, as cited by Gabbard, 2001), which 
brought OCD in to the psychoanalytic domain.
According to Freud’s account of infantile sexuality (1905, as cited by Jakes, 1996), 
the child goes through the stages of oral, anal and oedipal sexual interest which is 
firstly mediated through the mouth, then the anus and finally the genitals. Freud 
believed that OCD could be explained by fixation or regression to one of these 
psychosexual stages of development which could be explained by a conflict arising 
between the ego (the mediating and observing entity) and the id (the source of 
sexual and destructive energy). Freud explained that symptoms may start to be 
expressed years later when something happened to weaken the ego. The anal- 
sadistic stage was thought to be particularly important given the links with toilet 
training and that this can be associated with anger, aggression and the exercise of 
control over others (Jakes, 1996).
Other traditional psychoanalytical understandings of OCD emphasised the cause of 
obsessions to be as a result of unresolved conflicts that are repressed or kept out of 
the conscious in order to avoid anxiety. These repressed conflicts were believed to
Volume 1
later manifest themselves as neurotic symptoms. Compulsions were seen as a 
defense in order to suppress the real hidden anxieties.
More recent views of OCD have focused on Object Relations theories in which 
early interactions with primary caregivers are believed to be central to the 
development of cognitive-affective schemas of self and others. It is proposed that 
people with OCD have more negative and ambivalent representations of 
themselves as a result of their early relationships and it is this that drives the strong 
need for control (Blatt, Auerbach & Levy, 1997).
Cognitive-behavioural theorv of OCD
Intrusive thoughts have been found to be experienced universally (Veale &
Willson, 2005) and therefore, in general, cognitive models of OCD tend to propose 
that it is the catastrophic misinterpretation of these intrusive thoughts that 
distinguishes a person with OCD from the general population. Furthermore, it is 
assumed that these misinterpretations are the result of six types of dysfunctional 
beliefs (Frost & Steketee, 2002), which include: an inflated sense of responsibility, 
an over estimation of the likelihood of threat, an intolerance of uncertainty, 
perfectionism, beliefs about the negative meanings of thoughts and beliefs about 
the necessity to control negative thoughts (Obsessive-Compulsive Cognitions 
Working Group (OCCWG, 1997). The faulty appraisal of intrusions leads to 
attempts to suppress or neutralize the distress caused via a compulsive act. The 
compulsive act is negatively reinforced by the short term reduction in anxiety 
which results in the long term maintenance of the behaviour. Furthermore through 
completion of the compulsive act the person avoids confronting the accuracy of the 
intrusive thought which serves to increase the salience of the intrusion and increase 
its frequency (Clark, 2004).
Neurobiological understanding of OCD
Research has suggested that there may be a neurobiological explanation of OCD 
due to findings that have shown increased activity in the frontal lobes of the brain 
of individuals with OCD, compared with individuals without OCD (Baxter et aL,
1987). Some studies using brain scans have also suggested that the size of the 
basal ganglia may also be reduced in individuals with OCD although these findings 
have been inconsistent (Veale & Willson, 2005). However, it has been found that 
activity levels within the brain return to normal levels after treatment with either
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medication or behaviour therapy which would suggest that the activity is the result 
of OCD as opposed to a cause (Baxter e/ al., 1992). The major limitation of 
neurobiological theories of OCD is that they fail to account for the specific content 
of a person’s intrusions or compulsions which tends to be highly idiosyncratic and 
more generally the presence of dysfunctional belief schemas in people with OCD.
Furthermore, according to the diathesis-stress model, some people may have a 
biological vulnerability to OCD but may only go on to express symptoms as a 
result of an interaction with other factors. Support for this model comes from 
studies that report major life events in the period preceding the onset of OCD 
(Gothelf et al., 2004).
Towards an integrated approach
It is perhaps ironic that following a period of intense activity by a number of fields 
in establishing an evidence base for OCD, current research has returned to the idea 
that the most comprehensive understanding of OCD may in fact arise from a 
convergence of theories as was originally proposed by Freud (1916, as cited by 
Chessick, 2001). The impetus for a joining of psychodynamic, developmental and 
cognitive-behavioural models comes from a failure in the existing neurobiological, 
psychodynamic and cognitive behavioural models to move beyond 
conceptualisations of OCD phenomenology to establish a clear developmental 
pathway. However, this is not to say that there have not been attempts by a number 
of approaches to theoretically explain the developmental roots of OCD. For 
example, Salkovskis et al. (1999) proposed that the developmental origins of 
inflated responsibility beliefs lay in experiences of increased responsibility as a 
child, overprotective and critical parents as well as a critical incident that results in 
harm. However, there remains a lack of empirical studies exploring the 
developmental origins of OCD.
Furthermore, there are an increasing number of similarities in the cognitive and 
psychodynamic theories as both emphasise the role of mental representations or 
cognitive-affective schemas of the self and others in understanding OCD (Kempke 
& Luyten, 2007). Kempke and Luyten (2007)’s paper on the growing convergence 
among psychodynamic and cognitive-behavioural approaches of OCD provides a 
useful platform in which to base further research. In particular they highlight the 
potential for future research focusing on the underlying organization of the
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affective-schemas associated with OCD and suggest that research exploring 
attachment with parents and the development of the self as potentially useful 
directions. Within the following sections I therefore hope to provide an overview 
of some of the recent developments in the psychodynamic-cognitive behavioural 
model of OCD and to explore how further exploration using this framework may 
aid our understanding of OCD.
Overview of research on attachment and OCD
Attachment refers to the universal emotional bond between two individuals which 
usually first arises between a child and their primary caregiver. It is considered to 
be a biologically adaptive motivational system that drives the infant to seek the 
caregiver in times of stress or danger (Bowlby, 1970). Attachment security has 
been defined as the state of being secure or untroubled about the availability of the 
attachment figure (Ainsworth et al., 1978). Mary Ainsworth and colleagues 
(Ainsworth et al., 1978) investigated attachment security using the laboratory 
procedure of the Strange Situation, which involves observation of how a child 
reacts to the presence and departure of both a stranger and their parent. Following 
this, four attachment styles have been classified which are summarized in Table 1.
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Table 1. Attachment security classification groups
Classification group Brief description
Secure
(Ainsworth et al., 1978)
Uses mother as a secure base for exploration but 
shows signs of missing parent during separation. 
Actively greets parent on reunion. When upsets seeks 
contact with parent but once comforted returns to 
exploration.
Avoidant
(Ainsworth et al., 1978)
Explores readily with little display of using parent as a 
secure base. Shows minimal response on separation 
and actively looks away from parent on reunion. 
Often seeks distance from parent, stiffens when picked 
up and shows more interest in toys.
Ambivalent or resistant 
(Ainsworth et al., 1978)
Appears fretful or passive and becomes distressed on 
separation from parent. May alternate between 
seeking contact with parent and angiy outbursts of 
rejection on reunion. Is not generally comforted by 
parent.
Disorganized/
disorientated
(Main & Solomon, 
1990)
Appears apprehensive or upset by return of parent. 
Behaviour in presence of parent appears to lack an 
observable goal or is conflicted e.g. turning in circles 
when approaching parents. May also seem 
disorientated or to have frozen expressions or 
movements.
Attachment security has biological, cognitive, emotional and behavioural 
components (Myhr et al., 2004) and this is perhaps why it has been suggested as a 
potential area for further exploration as it may provide an insight in to potential 
overlaps in the existing theories of OCD. For example, insecure attachment 
relationships are believed to produce stress which has been linked with biological 
changes in the brain, namely over-pruning and synaptic modification of the limbic 
and neocortical areas of the brain (Schore, 1997). Attachment security is also 
fundamental in cognitive development, most notably in terms of developing a sense 
of self and an understanding that others are available at times of need (Bowlby, 
1970). Attachment security has also been repeatedly related to intelligence (e.g. 
van Ijzendoom, & van Vliet-Visser, 1988). At an emotional level, attachment has
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been outlined as a crucial factor in affect regulation (Fonagy et al., 2002). Finally 
and perhaps most observably, attachment security can be seen in the way that 
humans behaviourally seek interaction with others and infants use parents as a 
secure base^ from which to explore the world and seek proximity to the caregiver 
in times of distress (Main & Soloman, 1990). Attachment security has repeatedly 
been linked with psychopathology and in particular an insecure attachment style 
has been linked with an increased prevalence of depression (van Ijzendoom & 
Bakerman-Kranenburg, 1996), anxiety disorders (Warren et al., 1997), eating 
disorders and personality disorders (Fonagy g/ al., 1996). Several authors have 
linked an ambivalent attachment experience with OCD symptomology in the 
presentation of clinical case studies. For example, Sullivan (1956, as cited by 
Adams, 1973) described the experience of at least one obsessional patient where 
cmelty and negative attitudes towards them by their parent were concealed by a 
facade of love and sweetness to the outside world. Currently, empirical research 
exploring attachment security and OCD is scarce.
Difficulties in how to empirically measure attachment style in adults may have 
once been a factor holding back research. However, the development of a number 
of instmments designed to measure recollections of past parenting experiences 
such as the Adult Attachment Interview (AAI; George et al., 1984, 1985, 1996) 
and the Parental Bonding Instmment (PBI) (Parker et al., 1979), have helped to 
partially overcome this obstacle. Although the AAI was cmcial to the development 
of the concept of adult attachment it requires both lengthy and costly training prior 
to administration which limits its use within the research arena.
In one of the only studies to explore attachment and OCD, Myhr et al. (2004) 
administered the Parental Bonding Instmment (PBI; Parker et al., 1979), as a 
measure of perceived parental rearing style and Collins and Read’s (1996) Revised 
Adult Attachment Scale (RAAS), as a measure of attachment style in romantic 
relationships, to adult outpatients with a diagnosis of either OCD or depression and 
a control group. The OCD group reported significantly higher matemal “care” 
scores than the depressed or control group, as well as the highest matemal 
“protection” scores, although this was not statistically different to the other groups. 
These results suggest that the OCD group recall increased care and protection by
* The term ‘secure base’ refers to feeling o f safety provided by an attachment figure 
(Ainsworth et al., 1978).
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their mothers. However the OCD group also reported increased anxiety about 
romantic relationships compared with the control group which Myhr et al. (2004) 
suggests is indicative of an insecure attachment style. Although this study used 
dimensional measures of attachment to infer attachment security and the results 
may be limited by the size and inclusion criteria of the groups, they do provide a 
basis for further research exploring the attachment style of people with OCD.
Although research exploring attachment security and OCD is sparse, there has been 
significant interest in the level of protection within the childhoods of people with 
OCD. Through clinical observation and listening to the narratives of people with 
OCD, O’Connor (2007) became aware of a dichotomous pattern of people with 
OCD either reporting the experience of being over or under protected by their 
parents. O’Connor (2007) describes on the one hand hearing accounts of being 
highly protected from the external world where the individual is only allowed to 
see the world from a distance but on the other hearing accounts where individuals 
were overly exposed to the outside world at an age when they were ill equipped to 
cope with it. The presumed consequences of exposing the child to the world in 
such a manner are that it is believed to lead to the development of endangered 
beliefs about the world which results in the child using magical thinking as a 
mechanism of control (O’Connor, 2007).
A number of studies have examined the relationship between parenting styles and 
OCD and have consistently found that overprotection has been present in the 
childhoods of OCD sufferers (Coles et al., 2006) which supports Myhr et al.’s
(2004) finding of increased reports of parental protection. For example, Hafner 
(1988) found that adults who met DSM-III-R (American Psychiatric Association 
(APA), 1987) criteria for OCD retrospectively reported significantly increased 
parental protection scores compared with a control group. Findings have been 
consistent regardless of ethnicity and culture (Ehiobuche, 1988), gender (Yoshida 
et al., 20051) or degree of OCD symptomology (Cavedo & Parker, 1994; Frost et 
al., 1994). Furthermore Cavedo and Parker (1994) controlled for levels of 
depression, anxiety and neuroticism and found similar findings. Perceptions of 
parenting style were also found to remain stable despite treatment and 
improvement in OCD symptomology (Chambless et al., 1996) suggesting that the 
perceived experiences of overprotection were independent of mood or OCD 
symptoms. In terms of comparison against other clinical disorders, Yoshida et al..
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(2005) found that OCD symptomology was related to increased perceptions of 
parental protection compared with a group of individuals with depression.
Rachman and Hodgson (1980) proposed that parental experiences would differ 
depending on OCD symptomology. They expected people with an experience of 
overprotective and over-controlling parenting to present with compulsions 
involving washing, whereas an experience of rejection and criticism would result in 
checking compulsions. Hoekstra et al. (1989) found increased levels of perceived 
parental protection in compulsive washers and Steketee et al. (1985) found that 
compulsive checkers perceived their mothers to be more meticulous and 
demanding than compulsive washers. However, Emmelkamp and Rabbie (1982, as 
cited by Emmelkamp, 1982) found no differences in perceived parental 
experiences by OCD symptom and instead proposed that symptoms are related to 
differences in the roles that men and women assume. These results provide mixed 
support for Rachman and Hodgson’s (1980) hypothesis and therefore there remains 
a need for further studies to explore perceptions of parenting using subgroups of 
OCD symptoms. However the difficulty in doing so may be in recruiting suitably 
large sample sizes.
Although seemingly consistent results have been reported, some caution is needed 
as findings of no difference in perceived levels of overprotection by parents 
between adults with OCD and control groups have also been reported (e.g. Alonso 
et al., 2004, Vogel et al., 1997). A number of methodological concerns within the 
research also exist, which includes the use of subclinical OCD participants (e.g.
Ehiobuche, 1988; Cavedo & Parker, 1994). There also remains a lack of 
comparison against other anxiety disorders, with only two studies to date doing so, 
with the results suggesting that perceived overprotection may also be present in the 
childhoods of people with panic disorder with agoraphobia (Chambless et al.,
1996, Turgeon et al., 2002). Perhaps unsurprisingly, disagreement between the 
parent and child view of parental style have also been found (Chambless et al.,
1996) and this therefore raises the question of how valid retrospective reports of 
parenting style are. Alonso et al. (2004) also raise the issue of needing to consider 
the effect of OCD symptoms on families and the potential that OCD symptoms 
may elicit certain parental behaviours, such as a tendency to over protect or reject 
the affected child. Hence, overprotection may be a result of OCD presentation 
rather than a cause of it.
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Given a number of methodological concerns and contradictory results within the 
previous research exploring perceived parental protection, there remains a need for 
further research in order to clarify the matter. In particular there is a need for 
research comparing the perceptions of parenting in individuals with OCD with 
individuals with other anxiety disorders in order to establish whether this is a 
potential risk factor in anxiety disorders generally or more specifically to OCD.
Therefore this study firstly aims to explore whether experiences of parenting differ 
in people with OCD when compared with people with other anxiety disorders or no 
anxiety disorders.
Given that attachment theory is a broad developmental concept, there is a need to 
consider in what way parenting and/or attachment style may be related to obsessive 
compulsiveness. Furthermore an anxious attachment security has been found to be 
extremely common in working class samples (Broussard, 1995) yet the majority of 
these people do not go on to develop OCD or another mental health problem 
suggesting that attachment theoiy cannot fully account for the development of 
these difficulties. Therefore possible mediating factors also need to be explored.
Both self-ambivalence and the ability to mentalize have been proposed within a 
developmental framework in which attachment is a significant factor. Therefore in 
the following sections I will explore whether these factors could in any way 
explain the possible relationship between parental rearing style and OCD.
Self-ambivalence
As well as providing a secure base from which to explore the world, Bowlby 
(1970) also proposed that the attachment relationship was fundamental to the 
construction of internal working models (IWM). These are internalized 
representations of the “self’ and “other” resulting from the interaction between the 
child and primary caregiver (Doron & Kyrios, 2005). The response of the 
caregiver provides information to the child as to whether the caregiver is reliably 
available to provide care and whether or not the child itself is worthy of receiving 
help and attention. So Bowlby (1970) proposed that a child who experiences their 
caregiver to be responsive and supportive will construct a view of themself as 
being lovable, worthy and competent. In contrast, an experience of rejection or 
unavailability by the caregiver will result in a self construction of being unlovable, 
unworthy and incompetent. Therefore as Guidano (1987) summarises “parents... 
provide the most meaningful sources of information for the child’s elaboration of a
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sense of self’ (pp. 46). Bowlby’s (1970) predicted relationship between 
attachment and subsequent perceptions of the self has been explored and in 
particular Doron and Kyrios, (2005) have argued that early experiences of 
parenting lead to the development of both dysfunctional views of the self and the 
world.
Guidano and Liotti (1983) proposed that an experience of an ambivalent 
attachment with caregivers could lead to the development of ambivalent views of 
the “self’. Therefore an experience of a caregiver being loving and available at 
times but overly critical and rejecting at other times would lead to an 
internalization of the self as being lovable and worthwhile as well as worthless and 
unlovable. Guidano and Liotti (1983) give the example of a parent who shows 
interest in the child but is unable to show affection.
Guidano and Liotti (1983) suggest that an experience of receiving contradictory 
messages from the dominant parent may lead to an unstable sense of self. But it 
may also be possible that ambivalence about the self could also result from an 
experience of receiving contradictory parenting styles from each parent. Because 
attachment is fundamental to the development of the self it is proposed that those 
that experience inconsistent messages of love or recognition are more likely to be 
at risk of the emergence of conflicted and irreconcilable self representations 
(Guidano & Liotti, 1983).
Guidano and Liotti (1983) went on to define this way of being as being “self- 
ambivalent” and that it was characterised by 3 components:
1) The presence of conflicting beliefs about self characteristics (e.g. I am 
moral and I am immoral)
2) Uncertainty about one’s self-worth (e.g. I am uncertain about my moral 
standing, lovability and self-worth)
3) A preoccupation with establishing the “truth” about one’s self
Being self-ambivalent has been distinguished from being lacking in self-worth or 
self-esteem, as an individual who is self-ambivalent has beliefs that they are both 
worthy and unworthy. The individual therefore looks for evidence from their 
experiences or environment in order to establish the validity of these beliefs (Frost 
et ah, 2007) so as to decipher which end of the good-bad continuum they belong.
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The uncertainty about the self and the resulting preoccupation with establishing a 
truth about the self leads to a need for certainty as the individual attempts to 
discover which of the two views of the self is accurate. This way of being not only 
has implications for the individual but also extends to current relationships as they 
attempt to avoid any negative perceptions from both the self and others (Bhar & 
Kyrios, 2007).
The ambivalent “self’ and OCD
Guidano and Liotti (1983) originally defined the term self-ambivalence in an 
account of obsessive-compulsive problems. As well as believing that people with 
OCD were likely to experience ambivalent attachment relationships which led to 
the development of an ambivalent sense of self, they also proposed that the 
presence of self-ambivalence was a predisposition to interpreting ego-dystonic^ 
intrusions as a threat to the valued definition of self. Moreover the experience of 
an unwanted intrusion is thought to activate the person’s ambivalence as to whether 
they are maintaining their morality, lovability and social standing and result in 
significant anxiety. Consequently in Guidano and Liotti’s model of OCD, 
compulsions are seen as a way of resolving the ambivalence about the self and 
realigning their concept of self with their valued and ideal view of the self. 
Guidano and Liotti (1983) also suggest that the perfectionist and responsibility- 
focused schemas present in people with OCD may serve the function of reducing 
the likelihood of being viewed negatively by the self or others. For example, if one 
maintains perfectionist standards it provides reassurance to the self that the 
ambivalent negative view of the self is inaccurate. The significance of Guidano 
and Liotti’s work is that it provides not only a rationale for the psychopathology 
and maintenance of OCD but also a clear development pathway (Bhar & Kyrios, 
2007). Also it provides a potential explanation for the possible link between 
parenting experience and obsessive compulsiveness.
The work of Guidano and Liotti (1983) has recently received renewed interest (e.g. 
Bhar, 2004; Bhar & Kyrios, 2007; Doron et al., 2007a; Doron et al., 2007b) as the 
role of the self in OCD has been further investigated. In particular Rowa and 
colleagues (Rowa & Purdon, 2003; Rowa et al., 2005) compared the content of 
obsessions and level of distress in both clinical and non-clinical groups and found
 ^Ego-dystonic refers to a person's behaviour, thoughts, impulses, drives, and attitudes that 
are unacceptable or inconsistent with their view o f the self.
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that intrusions that were felt to contradict and threaten the valued view of the self 
were more upsetting than intrusions that did not. In addition, Ferrier and Brewin
(2005) found that adults with OCD significantly differed from both non-anxious 
controls and a group of anxious controls in terms of making greater negative 
inferences about the self in response to intrusive thoughts. This suggests that the 
concept of self is threatened in people with OCD following the experience of an 
intrusion. Ferrier and Brewin (2005) also found the OCD group had a “feared 
self’, which is a set of attributes the person does not want but are worried they 
posses, that consisted of bad, immoral or insane traits that would make them 
dangerous to self or others. This suggests that people with OCD are less clear in 
their sense of self and consequently that they may engage in OCD behaviours in 
order to reduce the possibility of causing harm as a result of their “feared self’
(Ferrier & Brewin, 2005). It could be said that there are similarities between 
Ferrier and Brewin’s (2005) concept of the “feared self’ and Guidano and Loitti’s 
(1983) notion of self-ambivalence and that the function of OCD is to resolve 
ambivalence about the self.
More recently, Bhar and Kyrios (2007) investigated whether self-ambivalence, as 
defined by Guidano and Liotti (1983), was correlated with OCD beliefs and \
whether people with OCD were any more self-ambivalent compared with others.
In order to do so they developed The Self-Ambivalence Measure (SAM) (Bhar &
Kyrios, 2007) which was designed as an operational measure of Guidano and 
Liotti’s (1983) concept of self-ambivalence, with items assessing ambivalence 
about self worth, morality, and social acceptance. They found that self­
ambivalence was positively associated with severity of OCD symptomology and 
with OCD dysfunctional beliefs (responsibility, importance of thoughts and 
perfectionism). Also the OCD group were significantly more ambivalent about 
themselves than the control group and these results remained significant when they 
controlled for self- esteem and mood state, suggesting that uncertainty about self 
was related to OCD independent of self-esteem or mood. Bhar and Kyrios (2007) 
have argued that on the basis of these results the cognitive model of OCD be 
extended to include self-ambivalence as an additional belief type. No significant 
difference was found between the OCD group and the anxiety group on level of 
self-ambivalence, which may suggest that self-ambivalence is not specific to OCD 
and is a general feature of anxiety disorders. However, the anxiety group reported 
similar levels of obsessive compulsive beliefs suggesting that this result may be
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due to sampling difficulties. Another possibility is that people with OCD are more 
ambivalent in specific domains, such as the morality domain whereas total self­
ambivalence, as measured by the SAM, is related to a range of anxiety disorders. 
Existing research suggests that people value some domains of self above others 
(Harter, 1998). Doron et al. (2007a) found that obsessive compulsive symptoms 
were related to “sensitivity” (valuing but feeling incompetent) in the domains of 
morality, job competence and social acceptance. Further research to validate the 
SAM as well as to explore whether differences in self-ambivalence occur between 
psychiatric disorders is needed.
Although Guidano and Liotti’s (1983) theory of OCD and Bhar and Kyrios’ (2007) 
findings provide some initial evidence of a link between parenting experience, self­
ambivalence and OCD, until additional research is conducted there remains a need 
to continue exploration of other factors that may also explain the possible link. I 
will therefore move on to consider the concept of mentalization.
Mentalization
The term “mentalization” has been used with variable meanings within psychiatric 
and psychoanalytic literature since the 1960’s (Choi-Kain & Gunderson, 2008), 
but interest in the concept has significantly increased over the past 20 years since 
Fonagy provided a more definitive definition. Originally Fonagy defined 
mentalization as the capacity to conceive of conscious and unconscious mental 
states in oneself and others (Fonagy, 1991). Bateman and Fonagy (2004) have 
since expanded on this definition to describe mentalization as “the mental process 
by which an individual implicitly and explicitly interprets the actions of himself 
and others as meaningful on the basis of intentional states such as personal desires, 
needs, feelings, beliefs and reasons” (p.xxi). Holmes (2005) suggests that within 
this definition there are four key inter-related aspects of the concept; 1) that 
mentalizing is a “meta-cognitive” phenomena 2) that mentalization is concerned 
with meanings, 3) that Dennett’s (1987) “intentional stance” (a mentalistic 
interpretational system whose function is to predict and explain other people’s 
actions by inferring intentional mind states) is implicit within mentalization and 4) 
that mentalization is not a fixed entity but a process that a person may possess in a 
greater or lesser degree.
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Choi-Kain and Gunderson (2008) have also highlighted 3 dimensions within the 
definition. The first dimension they include refers to the mode of functioning 
which can be either explicit or implicit. Implicit mentalization refers to an 
unconscious or automatic process of imagining one’s own or others’ mental states, 
whereas explicit mentalization would involve the deliberate and conscious act of 
doing so. The second is the self-other dimension which relates to the 
understanding that two objects mentalize interactively and that the process of 
understanding one’s own mental states can potentially enable a greater 
interpretation of others’ thoughts and feelings. Thirdly, there is the cognitive- 
affective dimension which describes how the process of mentalization involves an 
integration of a cognitive understanding of oneself and others with an emotional 
understanding.
Development of Mentalization
Bateman and Fonagy (2004) propose three pre-mentalistic modes which a child 
developmentally moves through before full mentalization capacity develops. They 
propose that infants initially experience themselves as mainly “teleological agents” 
in which they experience the self as a physical being. Within this stage they begin 
to differentiate their actions from outcomes and think of actions as a means to an 
ends. The child then moves in to the “psychic equivalence” mode, in which they 
become aware of the mind. At this stage however, they equate internal with 
external and believe that what is in the mind must also exist outside. They are 
therefore unable to tolerate the notion of different perspectives as the external 
world is synonymous with their internal world and thus it can be an extremely 
frightening mode to be in as experiences are felt to be too real. The child 
progresses to the “pretend mode” which in essence is the complete opposite of the 
psychic equivalence mode. Within this mode the mental state is separated from 
external or physical reality and there is no connection between what is pretend and 
actual reality. A child within this mode therefore experiences things as too unreal.
Bateman and Fonagy (2004) believe that mentalization is a developmental 
milestone that is achieved within a secure attachment relationship and that 
progression through these modes is facilitated by parent-child interaction. A child 
in the teological mode has a primary representation of itself as a physical being and 
is unable to make sense of the self or world around. Social biofeedback in the form 
of contingent marked mirroring by the caregiver enables the infant to develop a
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second order representation in which the ehild gains awareness of the self and its 
mental states. The binding of first and second order representational states occurs 
through the caregiver’s ability to contain and reflect back a metabolized expression 
of the child’s internal state. Therefore, at the core of developing a sense of self is 
the representation of how we are seen by others (Fonagy et al., 2002). This process 
in summarized in Figure 1.
Psychological 
self; 2""^  order 
representations Representations o f self- 
state: internalization o f Mirroring display
Expression of
metabolized
affect
Marked
expression
Symbolic binding of internal state
Reflection
Signal
Resonance
Constitutional self 
in state o f arousal
Physical self:
Primary
representations
Non-verbal
expression
CaregiverChild
Figure 1. Intersubjective space and the symbolization of emotion (Fonagy & 
Bateman, 2004)
The intersubjective space between the child and the caregiver enables the child to 
move through the pre-mentalistic modes eventually resulting in the integration of 
them and the ability to mentalize. Current evidence suggests that most children 
normally develop a basic ability to mentalize by around age four (Fonagy et al., 
2002)
Furthermore, Fonagy and Target (1997) proposes that three mediators of the 
relationship between secure attachment and mentalization are likely. A secure 
child is more likely to trust an adult and have opportunities to engage in pretend 
play which is believed to be important in learning to distinguish between reality 
and the immediate environment. Secondly, opportunities for talking have been 
proposed as fundamental to the understanding of the mental states in others as 
conversations require a continuous awareness of the beliefs and knowledge of their 
partner (Harris, 1996 as cited in Fonagy et al., 2002). Lastly, opportunities for peer
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interaction teach the child that people respond to their mental states, which 
subsequently leads to the understanding that others also have mental states.
Mentalization and PCD
Fonagy (2003) has suggested that "we may, in fact, see all disorders as different 
kinds of mentalization failures that have in common the mind misperceiving and 
misrepresenting the status of its own contents and its own functions” (p. 272). To 
date the majority of research has focused on the role of mentalization in borderline 
personality disorder although more recently this has broadened to include eating 
disorders (e.g. Skarderud, 2007). As such the capacity to mentalize in individuals 
with OCD has not been explored but theoretically it provides some interesting 
possibilities. At a very simplistic level, it could be proposed that an individual who 
is able to mentalize may interpret an intrusive thought as just that, as they would be 
able to identify that the thought is a thought and is not related to a desire, need, 
feeling or belief. This could perhaps explain why people with OCD make greater 
negative inferences about themself following an intrusion as was found by Perrier 
and Brewin (2005). Fonagy & Bateman (2007) have proposed that accumulation 
of a number of vulnerabilities related to mentalization ability can lead to the 
development of borderline personality. These vulnerabilities include 1) attachment 
security, 2) fragile affect regulative processes and 3) self control, attention and 
effortful control. For that reason, consideration of whether these vulnerabilities 
may also be evident in the psychopathology of OCD follows.
1) Attachment Securitv
The quality of children’s primary attachment relationship has been found to predict 
mentalization in a number of studies (e.g. Fonagy & Target, 1997). Given the 
findings that people with OCD have repeatedly reported experiences of 
overprotection in their childhoods, which is believed to be indicative of an 
ambivalent/resistant attachment style, it is possible that disruptions in the 
development of mentalization may occur. Fonagy and Target (1997) have 
proposed that a child with a secure attachment feels safe to explore the caregiver’s 
mind in order to disentangle feelings and thoughts so as to understand the 
caregiver’s behaviour. It has been suggested that a child with an ambivalent or 
resistant attachment focuses on their own state of distress to the exclusion of 
engaging in close intersubjective exchanges which results in a failure to bind first
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and second order representations and ultimately achieve full mentalizing ability 
(Fonagy & Target, 1997).
Winnicot (1956) described that inaccurate mirroring by the caregiver would lead 
the child to internalize representations of the parent’s state as opposed to useable 
representations of the child’s own mental and emotional state. Fonagy and 
Bateman (2007) have referred to this experience as the development of the “alien 
self’ where feelings are internalised as being part of the self but which do not seem 
to belong to the self. Winnicot (1960) proposed that this “false self’ would result 
in the person feeling out of touch with themselves and others which may result in 
feelings of anxiety and depression. O’Connor (2007, pp.470) has also written 
about a “monstrous presence in his peripheral vision” of people with OCD which 
could be considered as the presence of an alien other in a comer of the ego of the 
person. O’Connor (2007) proposes that this arises from the failure of the mother to 
filter intolerable affects and the person locating the difficult affect within the ego 
instead of defensively projecting it out in to the world. Its presence, however, 
cannot be mentalised and therefore forms the basis of obsessional mminations.
The role of trauma in the acquisition of mentalization has also been investigated 
and findings suggest that early attachment trauma undermines the capacity to think 
about mental states (Fonagy & Bateman, 2007). Fonagy et al. (2002) suggest that 
those that have a background of trauma may defensively inhibit mentalization as a 
way of protecting themselves from the need to consider the intent of the caregiver.
It may be that an experience of an ambivalent attachment relationship where the 
caregiver has been loving and available at times but overly eritical and rejecting at 
other times, leads the child to inhibit mentalization as this way of being is 
experienced as traumatic and unpredictable. The consequence of continued 
defensive inhibition of mentalization results in a dismption of the capacity to 
understand mental states in the individual and others and leaves them operating on 
inaccurate schematic impressions of thoughts and feelings (Fonagy et al., 2002).
It is also possible that individuals with OCD may fully achieve mentalization 
during childhood but that they return to a pre-mentalistic mode of thinking during 
adulthood at times of stress or in the context of attachment relationships. Bateman 
and Fonagy (2004) believe that the ability to mentalize is one of the most complex 
tasks that humans perform and therefore at times of stress that the ability to
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mentalize may become inhibited. When an individual fails to fully achieve 
mentalization or returns to pre-mentalistic modes of thinking, they oscillate 
between the three modes of experiencing their internal reality (Fonagy & Bateman, 
2006). In an individual whose thinking is situated in the teological mode, it is 
shown through a reliance on their actions. The compulsive acts of people with 
OCD could be understood within this context. For example, the individual 
completes repetitive behaviours in order to prevent harm to the self or others 
regardless of how irrational this behaviour may be.
The psychic equivalence mode is characterised by awareness of the mind and its 
contents being synonymous with reality. There are several ways that the psychic 
equivalence mode can be seen in the thinking styles of people with OCD. Firstly, 
within the concrete thinking style of people with OCD. Secondly in the lack of “as 
i f ’ thinking and the intolerance of alternative perspectives. Thirdly and perhaps 
most significantly, in the over-importance and increased responsibility belief 
schemas that are seen within individuals with OCD which seem direct parallels to 
the psychic-equivalence experience of believing that what is in the mind must also 
exist outside. Furthermore, within the psychic equivalence mode things are felt as 
too real which may link with the unbearable intensity that individuals with OCD 
experience the misinterpretation of intrusions as meaning that they are bad or 
dangerous.
Within the pretend mode, the individual is to some extent trapped in a fantasy 
world and Holmes (2005) proposes that the individual may become over­
controlling in order to continue suspension between this world and reality. 
Although it could be argued that the experience of a person with OCD is one of 
being controlled by the OCD, it could also be said that the obsessive compulsive 
behaviour of the individual maintains suspension between the OCD world in which 
the individual exists and actual reality. For example, the continued washing 
behaviour of an individual who believes they are contaminated reinforces the belief 
that they need to continue washing in order to prevent contamination. The act of 
washing is however ineffective because there is a suspension between reality and 
fantasy.
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2) Fragile affective regulative processes
In order for an individual to be able to effectively regulate their affeetive 
experience, they need their emotional signals to be accurately mirrored by the 
caregiver. It has been suggested that individuals with OCD are likely to have 
experienced an ambivalent attachment with their earegiver in which the caregiver 
may have inconsistently provided contingent and marked mirroring of the infant.
This is likely to lead the individual to have difficulties in consistently regulating 
their affects. Furthermore, the cognitive-affective dimension within mentalization 
means that an individual with impaired mentalization will be unable to understand 
their emotional state resulting in affects being felt as overwhelming and 
frightening. The failure of individuals to regulate their affects can be seen in the 
levels of distress that result from the experienee of an intrusive thought.
Furthermore, failure to regulate this distress can be seen in the compulsive 
behaviour that they engage in.
Psychodynamic theories of OCD have proposed that obsessionality results from an 
intolerance of internal emotional states and specifically feelings of anger (Malan,
1995). Furthermore, that obsessional symptoms are a defence against hidden 
feelings that provoke anxiety when they come close to surfacing. Support for this 
theoretical perspective has come from the work of McCubbin and Sampson (2006) 
who found that a higher level of perceived threat from strong emotions, and 
especially anger, was associated with obsessionality.
3) Control and attention
Self regulation is modelled by the caregiver’s regulatory activity (Fonagy &
Bateman, 2007) and through this the child learns how and when to attend to a 
situation. Children of parents with anxiety disorders are 5-7 times more likely to 
be diagnosed with an anxiety disorder than ehildren of parents without an anxiety 
disorder (Beidel & Turner, 1997). Furthermore, family and twin studies suggest 
that heritability only accounts for 30-40% of this figure (Hettema et a/., 2001), 
suggesting that environmental factors are also relevant. In the case of people with 
OCD reports of over protection by parents is common. It is highly likely that 
through the caregiver modelling excessive attention and control towards the child 
that the child also learns to do so, resulting in OCD symptomotology. This 
increased level of attention and control can be seen in the dysfunctional beliefs of
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increased responsibility, perfectionism and need to control negative thoughts 
(OCCWG, 1997).
Although the links between mentalization and OCD are largely speculative, they 
provide a possible explanation for the link between attachment/parenting 
experience and OCD symptomology. As mentalization abilities have not been 
investigated within people with anxiety disorders and specifically OCD there 
remains a need to do so.
Rationale
As outlined previously, various models have been proposed in order to account for 
the aetiology and psychopathology of OCD. However, despite the resulting 
advances made in our understanding of OCD there remain several questions that 
have been poorly addressed. For example, how and why people with OCD develop 
the dysfunctional beliefs that cause vulnerability to OCD? It has been proposed 
that an integration of cognitive and psychodynamic theories may be a helpful 
approach in order to address these questions (Kempke & Luyten, 2007) 
Furthermore, that additional exploration of the role of self in OCD and attachment 
theory may be potential areas worthy of exploration.
Attachment/parental rearing experiences
The attachment relationship between a child and their caregiver is fundamental in 
the development of the self. Furthermore, existing research suggests that parental 
rearing experiences, and in particular experiences of overprotection, may be 
increased in the childhoods of adults with OCD. However, the findings have been 
inconsistent. To date, there has also been a lack of research that has compared 
parental rearing styles in people with OCD with other anxiety disorders. 
Therefore, this study firstly aims to compare the perceived parental rearing styles 
of people with OCD with people with other anxiety disorders and a non-anxipus 
control group.
As attachment theory is a broad developmental concept, there is a need to consider 
whether the possible link between parental rearing style and obsessionality may be 
mediated by other factors. This study aims to explore the concepts of self­
ambivalence and mentalization as possible mediating factors.
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Self-ambivalence
Bhar and Kyrios (2007) have provided some initial evidence for the presence of 
self-ambivalence in people with OCD. Further research is needed in order to 
determine whether increased levels of self-ambivalence are consistently found in 
people with OCD and whether self-ambivalence is a feature of OCD specifically or 
anxiety disorders more generally. Thus this study aims to firstly compare the level 
of self-ambivalence in people with OCD with people with other anxiety disorders 
and a non-anxious control group. Secondly it aims to investigate whether self­
ambivalence mediates the relationship between parental rearing style and 
obsessionality.
Mentalization
Fonagy and colleagues have formulated that borderline personality disorder is the 
result of an unstable capacity for mentalization (Choi-Khan & Gunderson, 2008). 
Closer inspection of this model suggests that the psychopathology of people with 
OCD may also be explained by an inhibition in mentalizing ability. However, the 
ability to mentalize in people with OCD has not been investigated and therefore 
this study seeks to do so. This study consequently aims to compare mentalizing 
ability in people with OCD, other anxiety disorders and a non-anxious control 
group in order to establish whether these groups differ in terms of mentalizing 
capaeity. Furthermore it aims to investigate whether the relationship between 
parental rearing style and obsessionality is mediated by ability to mentalize.
To summarize, the present study seeks to explore whether psychodynamic concepts 
may contribute to our understanding of OCD and what distinguishes OCD from 
other anxiety disorders. In particular it aims to look at whether parental rearing 
style, ability to mentalize and self-ambivalence differ between adults with OCD, 
adults with other anxiety disorders and non-clinical controls. This study also aims 
to explore whether there is any relationship between these factors and OCD 
symptomology.
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Hypotheses
It was hypothesised that:
1. Perceptions of parental rearing style, ability to mentalize and self- 
ambivalenee will differ between adults with OCD, other anxiety disorders 
and non-clinical controls.
2. Parental rearing style will be correlated to ability to mentalize and self­
ambivalence.
3. The relationship between parental rearing styles and obsessionality will be 
mediated by mentalization and/or self-ambivalence.
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METHOD
Design
This study utilised a cross-sectional design in order to investigate between group 
differences. A selection of validated self-report questionnaires and a semi­
structured interview were used to collect data on each of the variables.
Participants
Sample size
A total of 126 adults aged 17-65 years were recruited. Three groups based on self 
selection were recruited which comprised of a group of 42 individuals whose 
primary problem was OCD, a group of 56 participants whose primary problem was 
an anxiety problem that was not OCD and a non-anxious control group of 28 
participants. That rationale of recruiting these three groups was so that it was 
possible to explore whether any differences between the groups was specific to 
OCD as opposed to anxiety disorders generally.
A sample using 73 of the original participants whose alloeation to each group was 
confirmed by diagnostic interview with the researcher was also used for a set of 
secondary analyses which resulted in 26 partieipants being confirmed as meeting 
diagnostic criteria for OCD, 19 partieipants in the other anxiety group being 
confirmed as not having OCD and the 28 non-anxious controls.
With a total sample size of 126 the study was well powered to conduct the planned 
analysis. A priori power calculations suggested that a sample size of 22 per group 
(total sample size of 66) would provide acceptable power (0.8) to detect between- 
group differences using a one-way Analysis of Variance (df=2, a=.05), when there 
is a large effect size (r]^=.138/F=0.4). A total sample size of 66 was required to 
provide sufficient power (0.8) for Pearson correlations with a large effect size 
(r=.5, a=.05) and the multiple regression analyses with three predictor variables 
and a large effect size (R^=.26/F=0.35, a=.05).
Participant Recruitment Procedure
Participants in the OCD and anxiety groups were primarily recruited via national 
OCD and anxiety charities. Advertisements (Appendix 1) were placed on the 
charities websites, which included OCD Action, OCD Today UK, Stuck in the
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Doorway, No Panic, No More Panic and Anxiety Care. Presentations were also 
made at a charity organised National OCD conference and a community anxiety 
support group. The advantage of this method was that it overcame the potential 
difficulty of recruiting a sufficient number of participants from local NHS services 
although it is possible that this method may have attracted participants with 
increased self-motivation given that they were actively accessing support via 
charity websites. Furthermore, recruiting participants via charity groups meant that 
participants self-reported symptoms and psychiatric diagnosis although diagnostic 
interviews were completed with the majority of participants.
Initially, to recruit control participants, participants within the OCD and anxiety 
groups were asked to pass details of the study to non-blood relatives or friends. It 
was hoped that this method would result in the control group having similar 
demographics to the OCD and anxiety groups and would avoid the risk of the 
control group being similar to the other groups on the factors of interest due to “ 
heritability and shared family environment. However, recruitment via this method 
yielded lower numbers than had been hoped for so a second strategy to recruit via 
non-academic university staff was utilised. An email (Appendix 2) was therefore 
sent to non-academic staff outlining the details of the study and inviting them to 
participate. Recruitment of students and academic staff was avoided due to the - 
likely differences in demographics when compared with the OCD and anxiety 
groups, especially in terms of age and educational level.
Participant exclusion and alloeation to groups
Partieipants were asked to self-select which group they belonged to and report any 
psychiatric diagnosis they had received. In order to more robustly define the 
groups, participants within the OCD and anxiety groups that consented and 
supplied contact details were also administered the Structured Clinical Interview 
for DSM-IV AXIS I Disorders- Clinical Version (SCID-CV, First et al, 1997) to 
clarify which group they best belonged to on the basis of whether they met the 
DSM-IV (APA, 1994) diagnostic criteria for OCD.
Of the 41 self-defined as OCD, 34 partieipant’s data were usable due to seven 
being excluded for partial completion. 18 of the 23 self- selected OCD participants 
who left contact details were able to be contacted in order to administer the SCID- 
CV and all 18 met the DSM criteria for OCD. Of the 71 who self-selected the
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anxiety group, 64 participant’s data were useable. Four participants were excluded 
due to partial completion of the questionnaires. A further two were excluded due 
to selecting the anxiety group but also indicating a diagnosis of OCD and it not 
being possible to contact them in order to complete the SCID-CV in order to decide 
which group they best belonged to. It was possible to contact 27 of the 41 of the 
self-selected anxiety participants who left contact details in order to complete the 
SCID-CV. 8 participants within the self-selected anxiety group met the criteria for 
OCD on the SCID-CV and were subsequently moved in to the OCD group. 
Therefore, this gave a total of 42 in the OCD group within the total sample and 26 
with a confirmed diagnosis of OCD (to be referred to as SCID-CV sample). This 
also gives a total sample size of 56 within the anxiety group of whom 19 were 
confirmed not to meet diagnostic criteria for OCD (SCID-CV sample).
To summarise, the partieipants within the ‘total sample OCD group’ are a mixture 
of participants that have self-defined them self as having OCD as well some who 
have completed the SCID-CV and met the DSM-IV criteria for OCD. The 
participants within the ‘total sample anxiety group’ include both those that have 
self-defined them self as having an anxiety disorder other and also some 
participants that have been confirmed as not meeting the criteria for OCD on the 
SCID-CV. Therefore, within the ‘SCID-CV OCD group’ only participants who 
were confirmed as meeting the criteria for OCD are included and within the SCID- 
CV anxiety group’ all participants were confirmed as not meeting the diagnostic 
criteria for OCD.
Of the 34 recruited to the non-anxious control group, 20 came via recommendation 
from either an OCD or anxiety participant and 14 from the university recruitment 
strategy. 28 were usable with two sets of data being excluded due to partial 
completion. A further three participants were excluded due to having been 
recommended by a blood relative and one participant due to reporting a diagnosis 
of an anxiety disorder. This resulted in a sample of 28.
Please see Figure 2 for a summary of the participant recruitment figures.
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19=146
0CD=41 Anxiety=71 Control=34
DATA SCREENING PROCESS
Excluded due to partial eompletion
OCD=34 Anxiety=67 Control=32
Exeluded due to being recommended by blood relative
0CD=34 Anxiety=66 Control=29
Excluded due to conflicting group selection and diagnosis
OCD=34 Anxiety=64 Control=28
SCID-CV SCREENING PROCESS
Provided eontact details
0CD=23 Anxiety=41 Control^ n/a
Able to contact and SCID-CV Completed
0CD=18 Anxiety=27 Control^ n/a
Met DSM-IV criteria for OCD
0CD=18 Anxiety=8 Control^ n/a
TOTAL SAMPLE
OCD=42 Anxiety=56 Control=28
SCID-CV SAMPLE
0CD=26 Anxiety=19 Control=28
Figure 2. Summary of participant recruitment figures
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Measures
1) Background Information
This was designed specifieally for this study and contained questions pertaining to 
age, education, employment, and ethnic background (Appendix 3).
2) Mood
The Hospital Anxiety and Depression Seale (HADS; Zigmond & Snaith, 1983) is 
a 14 item self-report questionnaire designed to simultaneously measure the 
presence and severity of symptoms of depression and generalised anxiety 
(Appendix 4). It is possible to obtain individual depression and anxiety subscale 
scores by summing the seven items that relate to each factor. Each item has a four- 
point rating scale scored from 0 to 3. Cut-off points are provided to indicate 
whether the score is ‘within the normal range’, or within the ‘mildly’, ‘moderately’ 
or ‘severely’ anxious/depressed ranges. This measure has been found to have good 
internal consistency (Cronbach alphas (a) for the anxiety subscale was (.82), the 
depression subscale (.77) and the total seale was (.86)) (Crawford et aL, 2001).
3) OCD svmptomatologv
The Padua Inventory-Washington State University Revision (PI-WSUR; Bums et 
al, 1996) is a 39 item self-report scale that measures the degree of distress caused 
by a range of intmsive thoughts and compulsive behaviours (Appendix 5). The 
items are divided in to five subscales which include 1) contamination obsessions & 
washing compulsions, 2) dressing/grooming compulsions, 3) checking 
compulsions, 4) obsessional thoughts of harm to self/others and 5) obsessional 
impulses to harm self/others. Each item is rated on a five-point Likert scale 
ranging from 0 (not at all) to 4 (very much). The PI-WSUR has been shown to 
demonstrate good internal consistency (Cronbach alphas (a) for the subscales range 
from .77 to .88), test-retest reliability (r=.76) and discriminant validity with respect 
to measures of worry and anxiety (Bums et al,. 1996). The PI-WSUR has been 
widely used in OCD research (OCCWG), 2003,2005)
The Stmctured Clinical Interview for DSM-IV Axis I Disorders- Clinical Version 
(SCID-CV, First et al, 1997) is a semi- stmctured interview which can be used to 
make DSM diagnoses. It ineludes modules that assess the presence of mood.
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psychotic, substance use and anxiety disorders. The obsessive compulsive disorder 
section of the “anxiety and other disorders” module was administered (Appendix
6). The SCID-CV is designed for adults over the age of 18 with a reasonable level 
of English. Prior to administration the researcher familiarised herself with the 
interview, administration instructions and scoring guidelines as well as practising 
with a fellow trainee.
4) Self-ambivalence
The Self-Ambivalence Measure (SAM) (Bhar & Kyrios, 2007) is a 19 item self- 
report questionnaire that measures conflicting beliefs about self-worth, morality 
and soeial acceptanee (Appendix 7). Each item is rated on a five-point Likert scale 
ranging from ‘Not at all’ (0) to ‘Agree Totally’ (4). It comprises of two subscales 
which are 1) self-worth ambivalence (SA) consisting of 13 items and 2) moral 
ambivalence (MA) comprising of 6 items. Both have been shown to demonstrate 
good internal consistency in clinical and non-clinical samples (a ranging from .85 
to .88), and acceptable test-retest reliability (SA: r=.44; MA: r=.57) (Bhar &
Kyrios, 2007).
5) Mentalization
The ‘Mind in the Eyes’ Test Revised Version (Baron-Cohen et a l, 2001) is a 36- 
item self-report questionnaire that measures ability to infer mental state from 
photographs of the eye-region of faces (Appendix 8). The respondent is required 
to select one of four words describing what the person in the photograph is thinking 
or feeling. A score is derived from summing the total number of correct answers.
It has been used by Baron-Cohen & colleagues (Baron Cohen et aL, 2001) to 
identify subtle individual differences in social intelligence with people with 
Asperger’s syndrome or high funetioning autism. It has also been used by Fonagy 
et al. (2001) as a proxy measure of mentalization with people with borderline 
personality disorder (BPD). It should be acknowledged that the REMT can only be 
a measure of partial mentalization given that identifying emotions in photographs 
is a non-interactional one-directional task but is currently the only self-report 
measure available that attempts to measure the cognitive proeesses involved in 
mentalization. Normative data, which includes means for the general population, 
are available and scores have not been found to be correlated to IQ (Baron-Cohen 
g/rzA, 2001).
Volume 1 36
6) Recollected Parental Rearing Style
The Parental Bonding Instrument (PBI; Parker, Tupling & Brown, 1979) is a 25 
item self-report measure of an individual’s recollection of his or her parent’s child- 
rearing practices up to the age of 16 (Appendix 9). The measure is completed for 
each parent or significant male and female caregiver. It contains a care subscale 
which consists of 12 items and yields a total seore of 0-36 and an overprotection 
subscale made up of 13 items and yielding a total score of 0-39. Each item is rated 
on a four-point Likert scale ranging from ‘very like’ to ‘veiy unlike’. Higher care 
scores indieate accepting and affectionate attitudes whereas lower scores indicate 
neglectful and rejecting attitudes. Higher proteetion seores indicate overprotection 
and overly interfering attitudes, while lower protection scores indicate that the 
child’s independence was encouraged. In addition to generating care and protection 
scores for eaeh scale, parents ean be eategorised in to one of the four following 
groups; 1) affectionate constraint (high care and high protection), 2) affectionless 
control (high protection and low care), 3) optimal parenting (high care and low 
protection) and 4) neglectful parenting (low care and low proteetion).
Both subseales have been shown to possess a high internal consistency (split half 
reliability was .88 for the care scale and .74 for the protection subscale; Parker,
Tupling & Brown, 1979) and test-retest reliability (care subscale =.75 and 
protection subscale =.68, Wilhelm & Parker, 1990). Furthermore, subject’s 
responses have been shown to be significantly correlated with the reports of their 
parents and siblings in both clinical and non-clinical populations (Parker, 1981;
1989) and to be independent of mood effects (Parker, 1981). The PBI has been 
used extensively in eommunity (e.g. Gerlsma et aL, 1994) and clinical samples 
(e.g. Myhr et aL, 2004).
7) Threat from emotions
The Perception of Threat from Emotion Questionnaire (PTEQ) (McCubbin &
Sampson, 2006) is a 72-item self-report questionnaire to assess beliefs about the 
threat posed by each of 7 basic emotions (sadness, guilt, happiness, anger, anxiety 
(fear), sexual desire (lust), disgust ) and by ‘strong emotions in general’ (Appendix 
10). For eaeh emotion, the participant is asked nine questions about how they feel 
about that emotion most of the time. Each item is rated on a five-point Likert scale 
ranging from ‘not at all’ to ‘definitely’. Each of the subscales were found to have
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satisfactory internal consistency (Chronbach’s alpha (a) ranging from .77 to .877) 
apart from the happiness subscale (a= .408). It has also been found to have a good 
test-retest reliability (r=.83). Although this measure is listed here as part of the 
questionnaire battery, results from it constituted part of a linked project being 
conducted by another trainee. As such, results from this measure are not presented 
here as they are not part of this studies aims.
Procedure
Participants that indicated that they were interested in the study were provided with 
an information sheet (Appendix 11) and asked to complete a consent form 
(Appendix 12) if they agreed to participate. Participants were given the choice to 
either complete the questionnaire via an online weblink or to receive a paper pack, 
which included a free post envelope so that participants could return the pack 
directly to the researchers. Participants were then asked to self-select the group 
(OCD, Anxious or Non-anxious eontrol) that they felt they best belonged to and 
invited to complete the questionnaire battery. Following completion of the 
questionnaire battery, participants were provided with a debrief sheet (Appendix 
14) outlining the aims of the research. Participants that had self-selected the OCD 
and anxiety groups were also asked for their contact details (Appendix 15) and 
informed that the researehers were also looking to recruit people with no anxiety 
symptoms and asked to pass on the details of the study to anyone they thought may 
be interested. The researcher then attempted to contact all participants that had self 
selected the OCD and anxiety groups and left their contact details in order to 
administer the OCD diagnostie interview (Appendix 6) from the SCID-CV (First et 
al, 1997). Participants that had requested to receive a summary of the study’s 
findings will be sent this by either email or post following completion of the study.
Ethical Considerations
All participants were provided with an information sheet prior to partieipation 
which outlined what participating in the study involved and their rights as a 
partieipant (Appendix 11). Participants were able to take as mueh time as they 
wished to read this information before deciding whether to participate. All 
partieipants completed a consent form (Appendix 12) prior to participating and 
were made aware that they were free to withdraw at any point. The investigators 
took in to consideration that answering questions relating to mood, obsessive- 
compulsive symptoms, emotions and recollections of their childhood experience of
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parents could have been potentially upsetting for some participants and therefore 
all participants were provided with information as to appropriate sourees of 
support.
Onee the data from the questionnaire had been matehed with the information from 
the telephone interview, the data was annonymised and all personal identifying 
data was destroyed. The only exception to this was a circulation list, which 
contained contaet details of participants that had requested to reeeive subsequent 
information on the study once the results were available. All data was kept in a 
locked filing cabinet by the researeher and all electronic files were password 
protected.
The study was reviewed by the University of Surrey Faculty of Arts and Human 
Sciences Research Ethics Committee and received a favourable ethical opinion 
(Appendix 13).
Statistical Analyses
Statistieal analyses were performed using SPSS version 15.0 for Windows.
Data Screening
Data was firstly sereened for missing values, errors and outliers. The distribution of 
data for each variable within the total sample and for each group was then assessed 
for normality by inspection of 1) histograms, 2) standardised skewness and kurtosis 
values and 3) Kolmogorov-Smirnov tests.
Chi-Square for Independent Test
Multiple Chi-Square for Independence tests were conducted to examine differences 
between the groups on a range of categorical demographic variables. For the 
variables that had categories with over 20% of cells with a count of less than five 
and therefore violated the assumptions of the Chi-square tests, a description of the 
differences is presented as it was not felt appropriate to eollapse categories 
together.
Analvses of Variance (ANOVAs)
One-way Independent groups ANOVA’s were conducted to tests for between 
groups differences (Demographic variables and Hypothesis 1). Multiple analyses
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were conducted with group being entered as the Independent variable. For each 
analysis there was one dependant variable whieh was one of the main variables of 
the study (HADS, PBI, SAM, REMT). Parametric assumptions were cheeked for 
each analysis which included using Levene’s test for homogeneity of variances. 
Post Hoc comparisons were made using Tukey’s Honestly Significant Difference 
Test (Tukey’s HSD test) as it controls for Type 1 errors well (Field, 2005).
Kruskall-Wallis Tests were condueted for variables that violated the assumptions 
of parametrie tests with follow up Mann-Whitney Tests to identify any significant 
differences between groups.
Analvses of Covarianee tANCOVAsI
Between-groups comparisons were repeated using ANCOVAs to see whether 
group differences remained after controlling for general distress. The HADS Total 
seore was entered as the covariate. In addition to the assumptions for ANOVAs, 
the assumptions of homogeneity of regression slopes and reliable measurement of 
the covariate were cheeked. Contrast comparisons were then computed as other 
Post Hoc tests are not designed for analyses in which a covariate is specified 
(Field, 2005).
Correlations
Zero-order Pearson’s correlations were used to explore the relationships between 
variables (hypothesis 2). Preliminary analysis was performed to ensure no violation 
of the assumptions of normality, linearity and homoscedasticity.
Mediation analvses
Mediation analyses was used to further investigate the relationships between the 
main variables of this study (Hypothesis 3). Mediation occurs when a variable 
increases or decreases the effect of a predictor on a dependant variable. The power 
of the variables within this study to mediate the effects of parental bonding 
experienees on obsessionality was investigated following Baron and Kenny’s 
(1986) causal steps. Figure 3 shows Preacher and Hayes (2004) illustration of the 
proeess of mediation as deseribed by Baron and Kenny (1986) with variables 
related to this study included.
Volume 1 40
Direct Effect
X c Y
Independent variable -------- ;-------- ► Dependant variable
Parental bonding Obsessionality
expenence
Mediation
a
M
Mediator
Self-ambivalence
X c’ Y
Independent ------------------------- ► Dependent
variable Variable
Parental bonding Obsessionality
experience
Figure 3. Self-ambivalence as a mediator of parental bonding experience and 
obsessionality
Baron and Kenny’s (1986) criteria for perfect mediation includes that the 
independent variable (x) does not predict the dependent variable (y) when 
controlling for the mediator (m). Partial mediation is said to have occurred if the 
unstandardized regression coefficient has reduced but is not zero. Baron and 
Kenny’s causal steps do not, however, test the significance of the indirect pathway. 
Therefore, two further tests were conducted. The Sobel Test was chosen as it 
provides a one step test of significance which has the advantage of gaining 
statistical power over Baron and Kenny’s series of regression analysis. In addition. 
Bootstrap Confidence Intervals (Cl) were calculated as they are recommended for 
smaller sample sizes and have the added advantage of not assuming that indirect or 
mediation effects are normally distributed. The Sobel and Bootstrap C l’s were 
calculated using an SPSS macro developed by Preacher and Hayes (2004) and 
5000 bootstraps were used.
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RESULTS 
Data Screening
The data was firstly screened to check for missing values but due to the high 
uptake of the online version of the survey as opposed to paper packs, there were no 
incidents of missing values. For those participants that did not complete the entire 
battery but completed past the initial background and mood questiormaires, their 
responses up to the last fully answered questionnaire were used and therefore in the 
analyses reported, sample sizes vary. The data was also screened to check the 
assumptions of normality for all major variables which resulted in one variable 
being transformed (please see Appendix 16 for further details). Three extreme 
scores were identified and excluded from three variables within the both the total 
and SCID-CV sample (please see Appendix 17 for additional information).
Demographic Information
A summary of the demographic information for each group is presented in Table 2.
The overall sample was predominantly female (83%) which was a trend that did 
not significantly differ between groups (x  ^(2) =2.88, =.237). The control group
were generally slightly older than the ‘anxiety’ groups but a Kruskal-Wallis Test 
did not reveal a statistically significant difference between the three groups (2) = 
2.530, p=.282. The groups were similar in terms of marital status with most people 
reporting that they were single which was closely followed by being married. 
Across the 3 groups a large proportion were employed either full or part time but 
both the anxiety and OCD groups reported higher levels of unemployment 
(Anxiety 30.4%, OCD=26.2% and control 3.6%). The groups were also similar in 
terms of educational level although the control group had a higher percentage of 
participants educated to postgraduate level (control 28.6%, OCD 19% and anxiety 
14.3%) The sample was largely white British and this was similar across the 
groups.
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Table 2. Summary of Demographic Information by group
Participant Group
OCD Anxiety Control
Number of participants (n) 42 56 28
Frequency and percent (in 7 6 7
parenthesis) of male (16.7%) (10.7%) (25%)
participants
Frequency and percent (in 35 50 21
parenthesis) of female (83.3%) (89.3%) (75%)
participants
Mean and standard deviation 36.69 36.68 40.82
(in parenthesis) of age in (13.25) (11.6) (13.15)
years
Minimum, maximum and 17-65 19-61 23-62
range (in parenthesis) of ages (48) (42) (39)
Frequency and percent of
marital status
Single 19 (45.2%) 30 (53.6%) 13 (46.6%)
Married 16 (38.1%) 17 (30.4%) 10 (35.7%)
Civil partnership 1 (2.4%) 4 (7.1%) 1 (3.6%)
Divorced/separated 6 (14.3%) 5 (8.9%) 2 (7.1%)
Widowed 0 0 2 (7.1%)
Frequency and percent of
education level
None 1 (2.4%) 3 (5.4%) 1 (3.6%)
GSCE/O-Level/CSE 13 (31%) 12 (21.4%) 3 (10.7%)
A-Level/AS-Level 6 (14.3%) 6 (10.7%) 4 (14.3%)
Diploma (HND, SRN, etc) 4 (9.5%) 10 (17.9%) 3 (10.7%)
Degree (BSc, BA, etc) 10 (23.8%) 17 (30.4%) 9 (32.1%)
Postgraduate 8 (19%) 8 (14.3%) 8 (28.6%)
degree/diploma
Frequency and percent of
employment status
Employed full time 15 (35.7%) 23 (41.4%) 20 (71.4%)
Employed part time 5 (11.9%) 6 (10.7%) 5 (17.9%)
Student 5 (11.9%) 6 (10.7%) 0
Retired 1 (2.4%) 0 0
Unemployed 11 (26.2%) 17 (30.4%) 1 (3.6%)
Other 5 (11.9%) 4 (7.1%) 2 (7.1%)
Frequency and percent of
ethnicity
White British 35 (83.3%) 47 (83.9%) 25 (89.3%)
White Irish 0 3 (5.4%) 1 (3.6%)
Any other White 4 (9.5%) 4 (7.1%) 2 (7.1%)
background
Any other mixed 1 (2.4%) 0 0
background
Indian 1 (2.4%) 1 (1.8%) 0
Chinese 1 (2.4%) 0 0
Any other background 0 1 (1.8%) 0
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As can be seen from Table 3, the majority of the control participants reported no 
formal diagnosis or experience of having seen a health professional in relation to a 
mental health disorder (89.3%) in comparison to the anxiety (8.9%) and OCD 
groups (9.5%). Both the anxiety and OCD groups reported high frequencies of 
having been diagnosed or received support for symptoms of depression. As 
expected both groups also reported experiencing a range of anxiety disorders. It 
should be noted that the three participants in the anxiety group that reported a 
diagnosis of OCD did not meet the diagnostic criteria for OCD on the SCID-CV as 
assessed via the follow-up telephone call.
As expected the OCD group were largely recruited through the advertisements 
placed on OCD specific charity websites, the anxiety group from advertisements on 
anxiety websites and the control group through recommendations from anxiety and 
OCD participants and from the email of the advert to university staff.
Table 3. Summary of self-reported clinical diagnosis and recruitment method
OCD Anxiety Control
Frequency and percent of 
clinical diagnosis as self- 
reported
Depression 30 (71.4%) 30 (53.6%) 2 (7.1%)
Social anxiety 7 (16.7%) 15 (26.8%) 0
PTSD 5 (11.9%) 3 (5.4%) 0
Panic Disorder 8 (19%) 22 (39.3%) 0
Phobia 3 (7.1%) 9 (16.1%) 0
Generalized Anxiety Disorder 13 (31%) 30 (53.6%) 0
OCD 30^ (71.4%) 3 (5.4%) 0
Other 5 (11.9%) 10 (17.9%) 1 (3.6%)
No Diagnoses 4 (9.5%) 5 (8.9%) 25 (89.3%)
Frequency and percent of 
recruitment method 
Advert on OCD organization 19 (45.2%) 5 (8.9%) 0
website
Via OCD support 7 (16.7%) 2 (3.6%) 2 (8.7%)
group/conference 
Advert on anxiety 14 (33.3%) 45 (80.4%) 0
organization website 
Presentation at anxiety 1 (2.4%) 2 (3.6%) 0
support group 
Recommended by someone 1 (2.4%) 1 (1.8%) 13 (46.4%)
they knew
Through email of advert 0 1 (1.8%) 13 (46.4%)
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Differences in mood and obsessionality across groups
Multiple one-way independent groups analyses of variances (ANOVAs) were 
conducted to test for differences between the self-identified OCD, anxiety and 
control groups in terms of anxiety, depression and obsessive compulsive 
symptomology. For the variables that were found to significantly differ. Post Hoc 
comparisons using Tukey’s Honestly Significant Difference test (Tukey’s HSD 
test) were calculated. For the variables that violated the assumptions of normality 
or homogeneity of variances, the non-parametric Kruskal-Wallis Test was 
conducted and Post Hoc comparisons were calculated using Mann-Whitney U 
tests. Results can be found in Tables 4 and 5. Results are reported for both the 
total sample and the SCID-CV sample, in which the OCD group were confirmed to 
meet diagnostic criteria for OCD and the anxiety group were confirmed as not 
doing so.
As can be seen from Table 4, the control group were found to have a significantly 
lower score on the anxiety, depression and total subscales of the HADS, in both the 
total sample and SCID-CV sample. The OCD and anxiety groups were not found 
to significantly differ on any of these subscales in either sample.
Furthermore, the OCD group were confirmed to have a significantly higher total 
score on the PI-WSUR score compared with the anxiety group and the control 
group within both samples. The anxiety and control groups were not found to 
significantly differ in either sample. The OCD group were also found to have 
significantly higher scores on all of the subtype subscales of the PI-WSUR 
compared with the anxiety and control groups within the total sample (Table 5).
Similar results were found within the SCID-CV sample, except on the 
dressing/grooming compulsion subscale in which the OCD and anxiety groups 
were not found to significantly differ. There were no statistically significant 
differences between the anxiety and control groups except on the obessional 
thoughts of harm to self/others subscale in which the anxiety group were found to 
have a significantly higher score than the control group within both samples.
Overall these results confirm that the 3 groups differed significantly, with the OCD 
group differing from the 2 other groups in terms of obsessionality and the OCD and 
anxiety groups differing compared with the control group in terms of anxiety and 
depression symptoms. Taken together, these results support the argument that the
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differentiation of the groups based on both self-identification and SCID-CV 
application is valid as results were consistent across both samples.
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Hypothesis 1
Perceived parental rearing style, self-ambivalence and ability to mentalize will 
differ between adults with OCD, other anxiety disorders and non-clinical 
controls.
Multiple one-way independent groups ANOVAs were conducted to test for 
differences between the OCD, anxiety and control groups in terms of ability to 
mentalize, self-ambivalence and perceived parental rearing style in both the total 
sample and SCID-CV sample. Results can be found in Table 7.
Table 6. Comparison of groups on FBI, SAM and REMT
Mean & standard deviation
SignificanceMeasure OCD Anxiety Control
i
1
1
n n=34 n=44 n=22
The FBI-Mother Care 
Subscale
20.79
(10.12)
20.64
(10.43)
27.68
(8.03)
F2.98=4.305,
P=.016
The PBI-Mother 
Overprotection Subscale
18.09
(&59)
16.07
(7.53)
10.36
(6.56)
F2.98=6.907,
P=.002
The PBI-Father Care 
Subscale
16.76
(10.39)
19.09
(9.83)
2A32
(9.8)
F2.98=3.844,
P=.025
The PBI-Father 
Overprotection Subscale
14.56
(8.66)
15.72
(8.039)
n=39
9.55
(7.27)
F2.92=5.381,
p=.006
The SAM 48.06
(17.13)
36.41
(16.25)
n=46
20.39
(14.19)
n=23
F2.101=20.22,
p<.001
The REMT 26.32
(3.6)
26.98
(T03)
n=45
26.59
(3.57)
F2.100=0.377,
P=.687
Cu
1
005
n n=26 n=19 n=22
The PBI-Mother Care 
Subscale
20.5
(9.92)
19.84
(10.013)
27.68
(8.03)
F2.64=4.7G7,
P=.012
The PBI-Mother 
Overprotection Subscale
19.42
(7.674)
18
(7.895)
10.36
(6.558)
F2.64=9.876
P<.G01
The PBI-Father Care 
Subscale
14.77
(10.44)
19.37
(10.04)
2432
(9.81)
F2.64=5.3G1,
P=.GG7
The PBI-Father 
Overprotection Subscale
14.58
(8.10)
13.05
(9.003)
9.55
(7.27)
F2.64=2.356,
p=.103
The SAM 47.27
(16.16)
36.47
0 8 2 )
20.39
(14.19)
F2.65=17.G23,
p<.GGl
The REMT 26.42
(3.98)
26A2
(4.059)
2K39
(3.57)
F2.64=0.014,
P=.986
(Significant results in bold).
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As can be seen in Table 6, there were significant differences between the groups on 
all subscales of the FBI and the SAM but not in ability to mentalize as measured by 
the REMT within the total sample. Findings were generally consistent within the 
SCID-CV sample, except in the case of paternal overprotection which was not 
found to significantly differ between groups (F2.64=2.356, p=.I03). Prior to 
conducting post hoc comparisons, one-way between-groups analysis of covariance 
(ANCOVA) were conducted to compare for differences between the OCD, anxiety 
and control groups in terms of ability to mentalize, self-ambivalence and perceived 
parental rearing style whilst controlling for general distress, as measured by the 
HADS, as there was a significant difference between the groups on total HADS 
scores. The results are summarised in table 8.
Table 7. Significance of ANCOVA s calculation for differences between 
groups in terms of ability to mentalize, self-ambivalence and perceived 
parental rearing style whilst controlling for general distress.
Measure Significance of 
ANCOVA
The PBI-Mother Care 
Subscale
T. Sample 
SCID-CV
F2.95=5.04, p=.606 
F2.62=0.75, p=.477
The PBI-Mother 
Overprotection Subscale
T. Sample 
SCID-CV
F2.95=4.156, p=.019 
F2.62=0.5914, p=.004
The PBI-Father Care 
Subscale
T. Sample 
SCID-CV
F2.95=0.554, p=.576 
F2.62=0.785, p=.461
The PBI-Father 
Overprotection Subscale
T. Sample 
SCID-CV
N/A
F2.62=2.62, p=0.135
The SAM T. Sample 
SCID-CV
F2.98=6.601, p=.002 
F2.63=3.268, p=.045
The REMT T. Sample 
SCID-CV
F2.96=1.139, p=.324 
F2.62=0.394, p=.676
Note: It was not possible to conduct the ANCOVA analysis for the PBI-Father 
Overprotection subscale within the total sample due to a violation of the 
assumption of normality meaning that the variable had been transformed and could 
therefore not be included within the analysis with the covariate that had not been 
transformed.
As can be seen from Table 7, when the effects of anxiety and depression as 
measured by the total HADS score are controlled for, the groups only significantly 
differed in terms of their recollections of maternal overprotection (F2.95=4.I56, 
p=.019) and their scores on the SAM (F2.98=6.601, p=.002). Furthermore, these 
differences were also found within the SCID-CV sample.
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Contrast comparisons confirmed that the control group significantly differed from 
the OCD (p=.005) and anxiety group (p=.027) in terms of recollections of maternal 
overprotection when general distress as measured by the HADS was controlled for.
The OCD and anxiety group did not significantly differ (p=.255). These 
differences were also found within the SCID-CV sample (OCD & Control: 
p=<.001; Anxiety & Control: p=.002, OCD & Anxiety: p=.448).
Contrast comparisons revealed that the OCD group had a significantly higher score 
on the SAM (p=<.001) compared with the anxiety group but was only found to be 
marginally significantly different to the control group (p=.057). The anxiety and 
control groups were also not found to significantly differ (p=.844). Similar results 
were found within the SCID-CV sample with the OCD and anxiety group 
significantly differing (p=.048) and the anxiety and control groups not differing 
(p=.405). However, the OCD and control group were found to significantly differ 
(p=.03).
As described previously the FBI scores can be used to assign participants to 
parental rearing style quadrants based on recollections of levels of care and 
overprotection. For both the total and SCID-CV samples, the OCD and anxiety 
most frequently recollected having experienced an “affectionless control” style of 
parenting by both their mothers and fathers. This style of parenting is characterised 
by an experience of high protection and low care. The control group most 
frequently recollected an experience of high care and low protections by both 
mother and father, which is representative of having experienced “optimal 
parenting”. Moreover, the proportion of participants within the control group 
remained fairly stable cross maternal and paternal recollections which suggest that 
the control group recollect having experienced a more consistent parenting style 
from both parents.
In summary, in terms of ability to mentalize, there appeared to be no difference 
between the groups and hypothesis 1 is subsequently rejected. For self­
ambivalence the groups significantly differed, even when anxiety and depression 
were controlled for meaning that the hypothesis is supported. For perceived 
parental rearing style, there appeared to be no statistical difference between groups 
in terms of their reported paternal care and overprotection experiences as well as
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their recollected maternal care experiences. However, there was a significant 
difference between groups in terms of their recollected maternal overprotection 
experience. Additionally, when the FBI scores were used to assign participants to 
parenting style categories, the OCD and Anxiety were found to differ to the control 
group in the overall recollected perceived parental rearing style for both mother 
and father. As a result this hypothesis is partially accepted for perceived parental 
rearing styles.
Hypothesis 2
Perceived parental rearing styles will be correlated to ability to mentalize and 
self-ambivalence
Bivariate correlation was used to explore the relationship between perceived 
parental rearing style and ability to mentalize and also perceived parental rearing 
style and self-ambivalence. Preliminary analysis was performed to ensure no 
violation of the assumptions of normality, linearity and homoscedasticity. The 
results are summarised in Table 8.
There were no significant relationships between any of the subscales of the FBI 
and ability to mentalize as measured by REMT scores and for that reason 
hypothesis 2 is rejected in terms of ability to mentalize.
Volume 1 52
Table 8. Results of bivariate correlation calculations to explore the 
relationship between perceived parental rearing style and 1) ability to 
mentalize and 2) self-ambivalence.
a
I
S3 1
ÎI
2 6
!
1
ii
2 6 1 i
FBI-Mother Care 1
FBI-Mother -.345** 1
Oyerprotection
FBI-Father Care .212* -.215* 1
"Sh FBI-Father -.227* .312** -.419** 11 OverprotectionREMT -.168 -.076 -.034 -.041 1
S
H SAM -.284** .305** -.284** .214* .081 1
Note; * significant at p=.005 ** significant at p=.001
Table 9 shows that all four subscales of the FBI were significantly related with 
scores on the SAM. In particular, there was a small negative relationship between 
both maternal and paternal care recollections and SAM scores. There was also a 
positive relationship between both maternal and paternal overprotection 
recollections and SAM scores, with the relationship between maternal 
overprotection and SAM scores being of medium strength. Hence, as predicted, 
parental rearing style experiences and self-ambivalence appear to be correlated and 
so hypothesis 2 is supported.
Hvpothesis 3
The relationship between parental rearing style and obsessionality will be 
mediated by mentalization and/or self-ambivalence.
Firstly, bivariate correlations were conducted in order to explore the relationship 
between parental rearing styles as measured by the FBI and obsessionality as 
measured by scores on the FI-WSUR. The researcher decided to use a Fearson 
Corrleation even though the FI-WSUR subscale was not found to be normally
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distributed (Appendix 16) as Clark-Carter (1997) suggests that only one of the 
variables need to be normally distributed in a Pearson correlation.
It can be seen from Table 9, maternal care was not significantly related to scores on 
the PI-WSUR. However, paternal care was found to be negatively correlated with 
scores on the PI-WSUR. There was a significant positive relationship, of small 
strength, between maternal overprotection and obsessionality and also between 
paternal overprotection and obsessionality.
Table 9. Bivariate correlations between PBI subscales and PI-WSUR
I
:
1
a
1
S3'l
il26
1
1
g
ilS & Sê
Total PI-WSUR 1
PBI-Mother Care -.143 1
PBI-Mother .227* -.345** 1
Overprotection
PBI-Father Care -.249* .212* -.215* 1
PBI-Father .231* -.227* .312** -.419** 1
Overprotection
«
"a
H
Note: *significant at p=.005 ** significant at p=.001
As no significant relationship between perceived parental rearing style and 
mentalization was found in the previous analysis, it is possible to conclude without 
conducting the mediation analysis that the relationship between perceived parental 
rearing style and obsessionality does not appear to be mediated by ability to 
mentalize.
The power of self-ambivalence to mediate the effects of parental bonding 
experiences on obsessionality was investigated with three mediation analysis being 
conducted for each of the PBI subscales (maternal overprotection, paternal care and 
paternal overprotection) that were found to significantly correlate with PI-WSUR 
scores.
Volume 1 54
1) Maternai Overprotection
Table 10. Self-ambivalence mediating maternal overprotection and 
obsessionality
Baron and Kenny’s steps (direct and total effects)
Variables Path B SE t P
1) PBI-MOP^PI-WSUR c .789 0.342 230 .023
2) PBI-MOP^SAM a .707 0323 3.17 .002
3) SAM^PI-WSUR b .991 0.112 8.83 <.001
4) PBI-MOP->PI-WSUR c’ .097 0.278 0.35 .728
Sobel Test (indirect effect)
Point SE LL 95% C l U P95% CI z p
estimate
0.7077 0.24 0.2345 1.8 2.93 .003
Bootstrap (indirect effect)
M (Point estimate) SE LL 95% Cl UP95% Cl
0.7077 0.26 0.188 1.22
Note: N= 100 Unstandardized regression coefficients are reported. LL=Lower Limit. UL=Upper 
Limit
As can be seen from Table 10, the effect of maternal overprotectioh on 
obsessionality was significant, and therefore Baron and Kenny’s first step was 
passed (path c). Steps 2 and 3 were also passed (path a and b) as the effect of 
maternal experience of overprotection on self-ambivalence and the effect of self- 
ambivalence on obsessionality were also significant. Baron and Kenny’s criteria 
for perfect mediation (step 4) was not met because although the effect of parental 
experience of overprotection on obsessionality became non-significant when self­
ambivalence was controlled for, path C’ did not reduce to zero indicating that there 
are additional mediating variables. Nevertheless the criteria for partial mediation 
was met because the significant effect of maternal overprotection on obsessionality 
(un-standardized beta =.789, path c) was smaller after controlling for the effect of 
the mediator (self-ambivalence) (unstandardized beta =.097, path c’).
A Sobel analysis revealed, with 95% confidence that the indirect effect of maternal 
overprotection on obsessionality via self-ambivalence was significantly different 
from zero (z=2.93, p=.003) and as a result the null hypothesis that either path a or b
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is equal to zero can be rejected. This result was also confirmed by Bootstrap CIs 
(95% CI= 0.234 to 1.8) and because zero was not contained within the confidence 
intervals, it can be concluded that the indirect effect of self-ambivalence is 
significantly different from zero. Using Fairchild et aV s  (2009) med effect size 
(R  ^ med =.0507), the mediating effect of self-ambivalence accounted for 5.07% of 
the variance in obsessionality.
2) Paternal Care
Table 11. Self-ambivalence as a mediator of paternal care and obsessionality
Baron and Kenny’s steps (direct and total effects)
Variables Path B SE t P
1) PBl-FC^Pl-WSUR c -.687 0.269 -2.549 .012
2) PBl-FC^SAM a -.521 0.178 -2.932 .004
3) SAM^Pl-WSUR b .991 0.112 8.835 <.001
4) PBl-FC^Pl-WSUR c’ -.185 0.218 -0.849 .398
Sobel Test (indirect effect)
Point SE LL 95% C l UP95% C l z P
estimate
-0.512 0.187 -0.8809 -.1450 -2.732 .006
Bootstrap (indirect effect)
M (Point estimate) SE LL 95% C l UP95% C l
-0.512 0.18 -0.87 -0.17
Note: N= 100 Unstandardized regression coefficients are reported. LL=Lower Limit. UL=Upper 
Limit
Table 11. shows that that the first 3 steps of Baron and Kenny’s regression steps 
(paths a, b, and c ) were passed. The criteria was again met for partial mediation as 
the effect of paternal care (unstandardized beta= -.68 path c') was smaller after 
controlling for the effect of the mediator self-ambivalence (unstandaradized beta= - 
.185) but did not reduce to zero.
A Sobel analysis revealed, with 95% confidence that the indirect effect of paternal 
care on obsessionality via self-ambivalence was significantly different from zero 
(z=-2.732, p=0.006). Bootstrap CIs (95% Cl= - 0.87 to -0.17) confirmed this 
finding and because zero was not contained within the confidence intervals, it can
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be concluded that the indirect effect of self-ambivalence is significantly different 
from zero. The med effect size showed that self-ambivalence accounted for 
5.78% of the variance in obsessionality (R  ^med =.0578).
3) Paternal Overprotection
Table 12. Self-ambivalence as a mediator of paternal overprotection and 
obsessionality
Baron and Kenny’s steps (direct and total effects)
Variables Path B SE t P
1) PBI-FOP^PI-WSUR c .782 0.342 2.289 .024
2) PBI-FOP->SAM a .482 0.229 2.109 .038
3) SAM->PI-WSUR b .991 0.112 8.835 <001
4) PBI-FOP->PI-WSUR c’ .319 0.269 1.183 .24
Sobel Test (indirect effect)
Point estimate SE LL 95% C l UP95% C l Z P
0.483 0.238 0.015 0.952 2.024 .042
Bootstrap (indirect effect)
M (Point estimate) SE LL 95% C l UP95% Cl
0.483 0.245 0.0004 0.965
Note: N= 95 Unstandardized regression coefficients are reported. LL=Lower Limit. UL=Upper Limit
Similarly the mediation analysis for paternal overprotection also resulted in the
criteria for partial mediation being met as the effect of paternal overprotection was 
smaller after controlling for the effect of self-ambivalence (Table 12). The Sobel 
analysis revealed that the indirect effect of self-ambivalence was significant 
(z=2.024, p=.042) with 95% confidence. Bootstrap CIs (95% CI= 0.0004 to 0.965) 
confirmed this finding and because zero was not contained within the confidence 
intervals, it can be concluded that the indirect effect of self-ambivalence is 
significantly different from zero. The R  ^ med effect size showed that self­
ambivalence accounted for 4.48% of the variance in obsessionality 
(R2 med =0448).
Therefore, hypothesis 3 was supported in terms of self-ambivalence as it was found 
to mediate the effect of parental rearing style recollections in regards to
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experiences of maternal overprotection, paternal care, and paternal overprotection 
on obsessionality.
Additional Analysis
A number of additional analysis were run of which the results will be presented.
1. Comparison between groups on PBI
Firstly, the one-way between-groups analysis of covariance (ANCOVA) were 
repeated to compare for differences between groups in terms of perceived parental 
rearing style whilst controlling for general distress as measured by the HADS, 
when the anxiety and OCD groups were combined. The results are summarised in 
table 13.
Table 13. Comparison of PBI scores when the OCD and anxiety are combined
Measure Mean 
standard c
and
eviation
Significance of 
ANCOVA
Anxiety
(O+A)
n=45
Control
n=22
The PBI-Mother Care Subscale 20.71
(10.23)
28.43
(7.407)
N/A
The PBI-Mother 
Overprotection Subscale
16.95
(8.018)
=44
10.71
(6.505)
F1.96=6.979, p=.01
The PBI-Father Care Subscale 18.08
(10.08)
25.24
(9.03)
F I.96=0, p=.987
The PBI-Father Overprotection 
Subscale
15.18
(8.81)
8.81
(6.55)
N/A
Note it was not possible to conduct the ANCOVA for the maternal care and 
paternal overprotection subscales due to violation of the assumptions of normality 
and homogeneity.
Although it was not possible to conduct the analysis on all subscales of the PBI, the 
combined anxious group (OCD and anxiety) were found to report significantly 
higher recollections of maternal overprotection when controlling for general 
distress. v
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2. Correlation between the SAM and subscales of PI-WSUR
Secondly, bivariate correlation was used to explore the relationship between 
subtypes of the PI-WSUR and self-ambivalence. All subscales of the PI-WSUR 
were found to be positively correlated to self-ambivalence, with the strongest 
relationship being between the obsessional thoughts of harm to self/others and self­
ambivalence. The weakest relationship existed between the dressing/grooming 
compulsion subscale and self-ambivalence. Results are summarized in Table 14.
Table 14. Correlation between subscales of the PI-WSUR and SAM
Subscale of PI-WSUR
Correlation 
with SAM
Coefficient
Contamination obsessions & washing compulsions r=.5 p<.001
Dressing/grooming compulsions r=.342 p<.001
Checking compulsions r=.518 p<.001
Obsessional impulses to harm self/others r=.572 p<.001
Obsessional thoughts of harm to selPothers r=.721 p<.001
Overall PADUA Score r=.66 p<.001
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DISCUSSION
This study explored whether people with OCD, other anxiety disorders and non- 
anxious controls differed in terms of their perceived parental rearing styles, self­
ambivalence and ability to mentalize. It also sought to explore whether there was 
any relationship between these factors and obsessive-compulsiveness.
Results from the present study provide partial support for all three of the 
hypotheses proposed. With regard to hypothesis 1, the groups were found to 
significantly differ in their reported care and over protection scores on the PBI, 
with the OCD and anxiety groups reporting lower care and higher overprotection 
by parents. The groups were also found to differ in terms of self-ambivalence with 
the OCD being significantly more ambivalent than the anxiety and control groups.
No differences were found between the groups in relation to ability to mentalize.
However, when general distress as measured by the HADS was controlled for, the 
groups were only found to significantly differ in terms of recollections of maternal 
overprotection and self-ambivalence. This pattern of results was also largely 
confirmed when the groups were more tightly defined using the SCID-CV. Partial 
support was found for hypothesis 2 as all four of the PBI subscales, which include 
maternal care, maternal overprotection, paternal care and paternal overprotection, 
were found to correlate with self-ambivalence. However, no relationship was 
found between perceived parental rearing style and ability to mentalize. It was 
concluded that ability to mentalize did not mediate the relationship between 
perceived parental rearing style and obsessionality in this sample. Lastly, self­
ambivalence was found to partially mediate the relationship between perceived 
parental rearing style in regards to maternal overprotection, paternal care and 
paternal overprotection with obsessionality, thus supporting hypothesis 3.
Theoretical Implications
Parental Rearing Stvle
Recollections of increased overprotection by parents within the OCD and anxiety 
groups support previous research that has reported higher protection levels in the 
childhoods of people with OCD (Myhr et aL, 2004; Coles et al., 2006; Ehiobuche,
1988; Yoshida et al., 2005; Hafher, 1988) as well as anxiety disorders generally 
(e.g. Parker, 1979; Leon & Leon, 1990). The finding that people with OCD and
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anxiety also reported experiences of reduced care by parents is consistent with the 
findings of Hafher (1983) but is in contrast to Myhr et al. (2004) who reported 
increased levels of maternal care within an OCD group. Furthermore, these 
findings support the theoretical proposal of Guidano and Liotti (1983) and 
observational reports of Sullivan (1956 as cited by Adams, 1973) that people with 
OCD may experience ambivalent parenting.
It is of particular interest that the groups were not found to differ in terms of 
perceived parental rearing style with regards to maternal and paternal care after 
general distress were controlled for, as it suggests that this may have influenced 
participant recollections of their parents rearing style. It has been suggested that as 
over exaggeration of threat from others is a central construct in the cognitive 
conceptualization of anxiety disorders that this may influence the way in which 
anxious participants recollect their perceived parental rearing styles (Myhr et al.,
2004; Wilcox et al., 2008). It is possible that this could explain why the OCD and 
anxiety groups were more critical of their perceived parental rearing styles.
However, reports that recollections of parenting remain stable across time despite 
improvement in symptoms of anxiety and depression (Chambless et al., 1996), as 
well as observational studies that found that anxious children’s rating of parental 
behaviour were significantly correlated with observers ratings (Siqueland et al.,
1996), would suggest that anxiety and depression may not significantly influence 
recollections. Additionally, when the OCD and anxiety groups were collapsed 
together, the anxious group (OCD and anxiety) were found to report significantly 
increased parental overprotection scores even when controlling for symptoms of 
anxiety and depression as measured by total HADS scores. This may suggest that 
the number of participants included within the OCD group was too small to detect 
a significant difference in the analysis of variance performed. Alternatively, it may 
be that reports of reduced care and increased overprotection is related to anxiety 
disorders generally and not OCD specifically as the majority (85.7%) of 
participants within the OCD group also reported having additional comorbid 
anxiety disorders.
Parker (1983) has argued that perceived childrearing style is more important than 
actual childrearing style in the development of later psychopathology. If one 
assumes that either actual or perceived parental rearing style act causally, a number 
of mechanisms can be proposed. For example, it may be that experiences of on the
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one hand finding parents as being uncaring, but on the other feeling overprotected 
by them, could predispose individuals with either OCD and anxiety of to specific 
styles of thinking and behaving. This would be in line with Bowlby’s (1970) 
proposal that the attachment relationship is fundamental to IWM and the 
internalized view of both the self and others. Chorpita and Barlow (1998) have 
proposed that such an experience may foster individuals to process events as out of 
control. However, Sookman et al. (2001) has found that a greater need for control 
distinguishes people with OCD fi*om other anxiety disorders and therefore the 
findings of this study suggest that if this difference occurs that it is related to 
factors other than just parenting experience given that the OCD and anxiety groups 
reported similar recollections of parental rearing style. However, these findings 
perhaps lend some support to Myhr et ur/.’s (2004) proposal that negative 
expectations about the availability of caregivers as would be likely to result from 
the mixed experience of reduced care but increased overprotection by parents, may 
be linked with an intolerance of affects which predisposes the individual to respond 
with heightened anxiety. It could also be argued that an experience of an 
inconsistent parenting style may lead to increased perceptions of threat from others 
which predispose the individual with OCD and possibly anxiety generally, to 
respond with an increased need for control. The differences between OCD and 
anxiety may lie in the way in which the individual demonstrates this need for 
control i.e. in OCD it may present through acts of compulsions but in for example a 
social phobia it may be shown through the use of safety behaviours within social 
situations.
In addition, both parental anxiety (e.g. Manassis et ah, 2004; Turner et al., 2003;
Bogels et al., 2006) and child temperament (Chorpita & Barlow, 1998) have been 
proposed as possible factors that may influence the parental rearing style of parents 
of people with anxiety and OCD. However, due to the cross-sectional nature of 
this study it is not possible to draw any conclusions as to the causal relation 
between parenting and anxiety/obsessionality and therefore there remains a need 
for longitudinal studies to empirically examine the relationship between parenting 
parental rearing style and both anxiety and obsesionality.
In terms of clinical implications, this suggests that exploring the perceptions of 
parental rearing style in people that present with OCD and anxiety disorders 
generally may enhance therapist understanding and aid formulation. Furthermore,
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involving family in the treatment of people with OCD and anxiety disorders, 
especially when occurring in childhood may be beneficial in order to identify and 
modify parental behaviours that may be contributing or maintaining the child’s 
anxiety. Support for doing so was found by Rapee et al. (2005) who ran a six week 
parental education program that included interventions aimed at reducing parental 
over-control and increase children’s exposure to novel experiences and found that 
behaviourally inhibited children whose parents participated in the program 
displayed significantly fewer diagnoses at a 12-month follow-up compared to 
children whose parents did not participate in the program.
Self-ambivalence
This study found increased self-ambivalence within the OCD group which supports 
the theoretical proposals of Guidano and Liotti (1983) and experimental findings of 
Bhar and Kyrios (2007). It also supports Terrier and Brewin’s (2005) notion of the 
“feared self’ and that people with OCD have doubts about their personal morality.
Furthermore, the OCD group were found to be significantly more self-ambivalent 
compared with both the anxiety and control group even when controlling for 
general distress. This is in contrast to Bhar and Kyrios (2007) who reported a 
significant difference between the OCD group and control group but not between 
the OCD and anxiety group. This finding is important as past research has 
indicated that high anxiety and depression can result in people being less clear 
about their personal attributes and self worth (Campbell et al., 1996; Gould et al.,
1996) and further extends previous research that has not controlled for these factors 
(e.g. Ruegg, 1994 as cited by Bhar, 2004). It also provides evidence that self­
ambivalence may be specific to OCD and further supports Bhar and Kyrios’ (2007) 
proposal that self-ambivalence be added to the six beliefs types included within the 
cognitive model of OCD.
Bhar & Kyrios (2007) recommended that future research should explore whether 
different subtypes and symptom profiles of OCD have different relationships with 
self-ambivalence and speculated that OCD compulsions that were focused on 
resolving doubts about one’s moral character may be more significantly related to 
increased levels of self-ambivalence. In particular they specified that compulsions 
aimed at reducing harm to others, such as checking compulsions, may have a 
stronger relationship to self-ambivalence compared with compulsions motivated by 
disgust reactions, such as washing compulsions. This study found some initial
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support for this proposal with the ‘obsessional thoughts of harm to self or others’ 
subscale having the strongest relationship with self-ambivalence. In contrast, the 
‘dressing/grooming compulsion’ subscale, which could be considered as being less 
related to morality, had the weakest relationship. This finding is important as it 
suggests that there may be differences between subgroups of people with OCD 
which may be relevant when thinking about both developmental origins and 
treatment approaches.
Self-ambivalence was also found to correlate with the following parental rearing 
styles; maternal overprotection, paternal care and paternal overprotection. This 
finding further supports the theoretical proposals of Guidano and Liotti (1983) and 
also of Bowlby (1970) that the consolidation of a stable sense of self is rooted 
within the relationship and experience of parents. Theoretically it is possible to see 
how care from parents may directly link with an individual’s beliefs that they are 
lovable and worthwhile, which is a central construct within self ambivalence.
Furthermore, that a person may be ambivalent about their lovability and self-worth 
if this experience is coupled with a contrasting level of overprotection from 
parents. It may be interesting for future research to explore whether specific 
experiences of parenting are more strongly associated with the subscales on the 
SAM i.e. if care from parents is more strongly associated with the self-worth 
domain and overprotection with the morality domain.
The relationship between self-ambivalence and these parenting experiences was of 
a small effect suggesting that other factors are related to having a stable view of the 
self. Therefore, further investigation and consideration of factors that may be 
related to self-ambivalence is warranted. Salkovskis et al. (1999) have proposed 
the developmental origins of inflated responsibility beliefs may lay in the parental 
rearing style of parents but may also result from a critical incident involving harm.
Therefore, it may be that the origins of self-ambivalence may also develop from a 
critical incident in which their sense of self is harmed in some way.
The finding that self-ambivalence partially mediated the relationship between 
parental rearing style, in regards to maternal overprotection, paternal care and 
paternal overprotection, and obsessionality, further strengthens the need for further 
examination of the role of self ambivalence in OCD. Although, the strength of 
mediation was relatively small in each case and notwithstanding the cross-sectional
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design of this study, this study provides provide an important contribute to 
understanding how parental rearing style may translate into later obsessionality.
However, as self-ambivalence only partially mediated the relationship between 
parental rearing styles and obsessionality, a fruitful area for research would 
therefore be to investigate what other factors may be involved.
These finding provide some interesting opportunities to explore whether the 
construct of self-ambivalence can be used as a mechanism of change within 
treatment and whether this could provide new treatment options for people with 
anxiety disorders and especially OCD. More specifically, in terms of clinical 
implications it highlights the importance of gaining a full background history from 
clients in order to be able to begin building a picture as to the client’s significant 
relationships and how the individual construes themselves in terms of lovability 
and morality. Cognitive-behavioural treatment is the most widely offered 
treatment for OCD (Roth & Fonagy, 2004) which tends to primarily focus on 
identifying maintaining factors as opposed to the possible origins of obsessive 
beliefs (Salkovskis, 1999). This is despite patients frequently expressing an interest 
in doing so. Furthermore, Salkovskis (1999) suggests that it may only be useful to 
do so with some patients and specifically only with those who may be prone to 
develop OCD as a result of beliefs that do not change with treatment. However, 
given findings that only 20% of people in a forty year prospective study achieved 
full remission from OCD, and that up to a fifth of people relapsed despite having 
initially sustained an early and substantial improvement in symptoms (Skoog &
Skoog, 1999), it suggests that exploration of possible origins of obsessional beliefs 
paying attention to parental rearing style and how the individual construes themself 
may be of value for many individuals that seek treatment.
As proposed earlier, it may be that an integration of cognitive and psychodynamic 
approaches in not only of value in increasing the understanding of OCD but may 
also be of value in terms of interventions for OCD. For example, it is extremely 
likely that people with OCD may present with both self-ambivalence as well as a 
combination of the other identified beliefs within the cognitive model (i.e. an 
inflated sense of responsibility, an over estimation of the likelihood of threat, an 
intolerance of uncertainty, perfectionism, beliefs about the negative meanings of 
thoughts and beliefs about the necessity to control negative thoughts (OCCWG 
Group, 1997). It may be that a cognitive-behavioural approach is successful in
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challenging a belief of increased likelihood of threat through the use of exposure 
and response prevention. However, such an approach may not be effective in 
resolving ones ambivalence about oneself given that Guidano and Liotti (1983) 
have proposed that engaging in obsessive-compulsive behaviours may serve the 
function of reducing the individual’s uncertainty about the self. Therefore it could 
be hypothesised that failure to act on the obsession may have the result of 
reinforcing the negative and feared view of the self. Future exploration of the 
effectiveness of psychological therapy on reducing self-ambivalence is therefore 
needed.
This study has found some support that self-ambivalence may partially originate 
from their relationship with their parents and specifically the mixed messages they 
may have received through experiences of reduced care and increased 
overprotection. Thus, the therapist needs to ensure that they relate to the client in a 
consistent manner so as to validate the clients being and furthermore provide an 
opportunity for ‘limited re-parenting’ in which the client can develop a sense of 
self within a new relationship (Malan, 1995). Furthermore the therapist needs to 
consider how they offer an appropriate level of care whist being mindful of not 
being drawn in to the role of the overprotective parent.
Mentalization
Contrary to the predictions made, the groups were not found to differ in terms of 
their ability to mentalize as measured by the REMT, with the mean scores for each 
group being extremely close. These were consistent with the mean scores of a 
general population control group reported by Baron-Cohen et al. (2001). This 
finding suggests that people with OCD and other anxiety disorders may not have 
any difficulty in terms of mentalizing and that not all mental health disorders may 
be characterised by an inability to mentalize as proposed by Fonagy (2003).
Cohen-Baron et al. (2001) have described the REMT as a test of advanced theory 
of mind but acknowledge that the task only involves the first stage of theoiy of 
mind, attribution of mental state, and not the second stage which involves inferring 
the content of the mental state. It is perhaps unsurprising that the groups were not 
found to differ as previous research has found that people with OCD are not 
impaired in their ability to recognize the facial expressions of emotions (Buhlmann 
et al., 2004; Bozikas et al., 2009). The findings of this study therefore raises the
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question of whether difficulty in mentalizing within people with OCD may be 
mode or context specific.
Bateman & Fonagy’s (2004) definition of mentalization includes that the mode of 
functioning can be either implicit or explicit. The REMT test involves an act of 
explicit mentalization as participants were required to deliberately and consciously 
think about the emotional state of the person within the photograph. It is therefore 
possible that the groups do not differ in terms of ability to explicitly mentalize but 
may do so in terms of ability to do so implicitly. As described earlier, implicit 
mentalization refers to the unconscious and automatic process of imagining one’s 
own or others’ mental states as opposed to the deliberate and conscious act 
involved in explicit mentalization. It raises the question of whether people 
generally engage in implicit or explicit mentalization following an intrusion in 
order to make sense of whether the intrusion represents a true desire or intent. It 
may also be that people with OCD are able to mentalize generally but that they 
defensively inhibit doing so in relation to obsessionality due to the level of anxiety 
and distress that it provokes. This would be in line with Fonagy et a l ’s (2002) 
proposal that people may at times defensively inhibit mentalization.
Fonagy et al. (2002) has proposed that ability to mentalize may be specific to 
particular attachment relationships. Although Rowa & Purdon’s (2003) study on 
the content of intrusive thoughts suggested that the thoughts that threatened the 
valued sense of self were found to be the most distressing, Bhar & Kyrios (2007) 
proposed that such thoughts would extend to the person’s current relationships as 
they tiy to avoid negative perceptions from others. It is therefore possible that 
when a person experiences an intrusion that it activates feelings related to both 
their past and current attachment relationships. Furthermore, that doing so results 
in an inability to mentalize. It is therefore possible that no differences between the 
groups were detected as completion of the REMT was not rooted within a 
significant attachment relationship. Additionally, Bateman and Fonagy (2004) 
have proposed that mentalization can become impaired when a person experiences 
high levels of stress. The experience of having an intrusive thought can be 
extremely distressing and stressful and be therefore be that this further inhibits 
ability to mentalize.
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The similarity between the groups in terms of their scores on the REMT meant that 
it was unsurprising that ability to mentalize was also not found to be correlated 
with parenting experiencing. This finding does not support Bateman & Fonagy’s 
(2004) proposal that ability to mentalize arises out of a secure attachment as many 
of the OCD and anxiety participants reported a parenting experiencing that could 
be considered indicative of an ambivalent/resistant attachment style yet scored 
similarly to the control participant who largely reported an experience of an 
‘optimal parental’ rearing style. As no relationship was found between perceived 
parental rearing style and ability to mentalize, it can be concluded that the findings 
of this study do not support the hypothesis that any relationship between perceived 
parental rearing style and obsessionality is mediated by mentalization. However, 
there are measurement issues that mean this conclusion needs to be made with 
caution.
Methodological Limitations
Measurement issues
There are limitations to the current study which future research may address.
Despite the attempts of the researcher to select and use the most valid and reliable 
measures for each of the variables of interest, there are a number of potential 
limitations relating to the questionnaires used within this study. Firstly, as has 
been previously acknowledged, self report measures of recollections of early 
parent-child interactions is an imperfect method of trying to assess the complex 
construct of attachment which involves cognitive, behavioural and emotional 
components at both a conscious and unconscious level (Myhr et al., 2004). As the 
PBI is dependent on retrospective reports of parental rearing style it is possible that 
memory biases may have affected the responses given, although research has found 
the PBI to be reliable measure of past perceived parental rearing style (Parker et 
al., 1979; Parker, 1986). One way to overcome this difficulty would be to 
incorporate sibling or other family member recollections but this is not without its 
own limitations and was beyond the scope of this study. On the other hand, as 
described above, Parker (1983) has argued that perceived childrearing is more 
important than actual childrearing suggesting that the use of measures based on 
recollections still provide meaningful information.
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Secondly, the findings of the study were limited by the use of the REMT as a proxy 
measure of mentalization. As described previously, the REMT was designed as a 
measure of advanced theoiy of mind (Baron-Cohen et aL, 2001) and as such there 
is currently no self-report measure of mentalization available, hence the decision to 
use the REMT. The researcher is aware that a self-report measure of mentalization 
is currently in development and that a colleague at the University of Surrey 
(Perkins et aL, 2009) has been involved in the initial validation of this measure. 
However, permission was not granted from the author of the measure and therefore 
its use within this project was not possible. It is not possible to say with any 
certainly whether the lack of any statistical differences between the groups in terms 
of their ability on the REMT was due to weakness of this measure to reliably and 
validly measure ability to mentalize or because there is actually no difference 
between the groups in terms of their ability to mentalize.
There are contradictory findings as to the use and validity of the REMT as a test of 
mentalization. For example, it has repeatedly been used as a proxy measure of 
mentalization by Fonagy and colleagues (Fonagy et aL, 2001) who have found 
differences in the ability of individuals with BPD on the test compared with a 
control group. However, Fertuck et aL (2009) found that a BPD group scored 
better on it than a group of non- clinical controls. Also, Johnstone c/ aL (2008) 
found that about half the time, a group of participants were able to select the 
correct answer when given the list of the REMT target words without the 
photographs of the eyes and asked to select the “odd word out”.
In hindsight it may have been advisable to present the REMT test after participants 
had completed the PBI as Fonagy et al. (2001) has proposed that ability to 
mentalize may be context specific and in particular to be related to specific 
attachment relationships. The AAI (George e/ aL, 1984, 1985, 1996) has been 
found to be good measure of mentalizing ability which may be because it elicits an 
emotional arousal through asking respondents to describe their early attachment 
relationships. To some degree the PBI also does so through its questions about 
participants’ early experiences of their parents. The results of the study may have 
been different if participants had firstly completed the PBI which may have evoked 
an emotional arousal in participants.
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Sample and design
A major strength of this study was the healthy sample size and particularly the 
recruitment of OCD and anxiety groups and non-student non-clinical groups. This 
meant that all analyses were conducted with sufficient power to detect an effect. 
Additionally this study involved a rigorous examination of OCD symptomology 
through the completion of the SCID-CV with the majority of the OCD and anxiety 
participants. As such, this allowed a further set of analyses focussing on those 
meeting SCID-CV criteria for OCD and ensuring that the anxiety group did not 
meet these criteria. This ensured that the groups were representative of what they 
purported to and enables some extrapolation to samples meeting diagnostic criteria 
for OCD. Ideally it would have been possible to complete the SCID-CV with all 
the participants within the anxiety and OCD groups; however as some participants 
chose not to leave their contact details this was beyond the control of the 
researcher.
A potential limitation of the study in regards to the sample was that participants 
were not asked to give specific details about the amount and type of treatment that 
they had had in relation to OCD and anxiety symptoms. It is possible that treatment 
may have influenced participants’ scores and therefore the results of the study. 
However, in reality, controlling for the influence of past treatment is pragmatically 
and conceptually challenging.
The control group was the smallest group and perhaps the group with which the 
fewest generalizations can be made due to the recruitment method allowing for 
potential biases within the sample. It is notable that the control group had the 
highest frequency of postgraduate education which is likely to have been the result 
of having been partly recruited via university staff. It is also possible that the 
motivation to participate slightly differed within the control group compared with 
the OCD and anxiety groups who largely self-selected inclusion in to the study 
following advertisement of the study on charity websites. In contrast, the control 
participants were alerted to the study either by recommendation or email. 
However, ultimately the control participants still elected whether to participate in 
the study so it is unlikely that this had any significant effect on motivational levels 
or the results of this study.
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An additional limitation of the sample as a whole was that it was relatively 
homogenous in terms of ethnicity with the sample largely being white British. 
Ethnic differences in parenting may therefore limit the generalizability of the study 
as there is debate as whether parenting concepts such as “control” and “strictness” 
may have different meanings for people from different ethnic cultures (Wood et aL, 
2003). It is also not possible to say whether self-ambivalence is more common 
within Caucasian populations compared with other ethnic backgrounds. Future 
research involving a more diverse population in terms of ethnicity would thus be 
beneficial.
The current study is also limited by using a cross-sectional design which means 
that it is not possible to make any causal inferences and the results of the study are 
limited to the time-ffame in which the study took place. Longitudinal research 
demonstrating that an experience of overprotection and reduced care predicts the 
subsequent development of OCD symptoms would provide much stronger support 
for parental experiences as a vulnerability factor for OCD.
Summary and conclusions
Although the results of the study did not support all of the major hypotheses of the 
study, the findings provide an important contribution to gaining a better 
understanding of anxiety disorders and specifically OCD. In particular this study 
has contributed to understanding how parental rearing styles may translate in to 
later obsessionality. Overall this study supports Kempke and Luyten (2007) 
proposal that it is time to work through our ambivalence in order to consider the 
value of integrating both psychodynamic and cognitive-behavioural approaches in 
order to further develop understanding of OCD. Furthermore, due to the 
methodological limitations of some of the measures there remains an exciting 
opportunity for both repetition and extension of this study using more reliable 
measures of attachment/perceived parental rearing style and mentalization.
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Appendix 1: Study Advertisement
OCD specific advertisement
Do people with OCD differ in their self-perceptions, attitudes towards 
emotions or early relationships with parents?
We are doing a research study looking at how people with OCD differ from 
people with other anxiety disorders or no anxiety problems. In particular we 
are looking at how people think about their emotions, their perceptions of 
themselves and their relationships with parents when they were a child. We 
are also interested in possible links between these factors.
We are looking for people with OCD to take part in our research. If you
have a diagnosis of OCD or believe that you suffer from symptoms of 
obsessions or compulsions, we would like to hear from you! We are also 
looking for people who do not have OCD to take part in the study- please 
click the link below for more information.
Participants are required to complete an online questioimaire (taking 
approximately 30 minutes) and some may be contacted for a brief follow-up 
telephone call with a researcher. All responses will be treated confidentially. 
To take part in this study or for further information, please click the 
following link http://www.fahs.surrev.ac.uk/survev/anxietv/
If you have any problems with this link then please copy and paste it in to 
your internet browser.
The study has been reviewed by the University o f Surrey Research Ethics 
Committee and received full approval (Ref: 346-PSY-09/347-PSY-09 Tel: 
01483 689445).
Contact details:
If you have any questions or would like us to send you a paper version of 
the questioimaire, please contact Annie Loverseed 
(A.Loverseed@surrev.ac.uk) or Charlie George (C.Keppel@surrev.ac.uk). 
Alternatively, leave a message on 01483 689441 and we will get back to 
you.
Many thanks in advance o f your help.
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Anxiety Spécifie Advertisement
Do people with different types of anxiety have different self­
perceptions, attitudes towards emotions or early relationships with 
parents?
We are doing a research study to try and find out if  people with different 
types of anxiety problems differ in terms of how they think about their 
emotions, their perceptions o f themselves and their relationship with their 
parents when they were a child. We are looking for possible links between 
these factors, and we are going to compare responses from people with 
different types of anxiety disorder, as well as with people with no anxiety 
problems.
We are looking for people with any type of anxiety problem to take part 
in our research. If you have a diagnosis or believe that you suffer firom 
symptoms of anxiety we would like to hear from you! This may include 
generalised anxiety, phobias, panic, post-traumatic stress disorder, social 
phobia, OCD or any other form of anxiety. We are also looking for people 
who do not have anxiety to take part in the study- please click the link 
below for more information.
Participants are required to complete an online questionnaire (taking 
approximately 30 minutes) and some may be contacted for a brief follow-up 
telephone call with a researcher. All responses will be treated confidentially. 
To take part in this study or for further information, please click the 
following link http://www.fahs.surrey.ac.uk/survey/anxietv/
If you have any problems with this link then please copy and paste it in to 
your internet browser.
The study has been reviewed by the University of Surrey Research Ethics 
Committee and received full approval (Ref: 346-PSY-09/347-PSY-09).
Contact details:
If you have any questions or would like us to send you a paper version of 
the questionnaire, please contact Annie Loverseed 
(A.Loverseed@surrev.ac.uk) or Charlie George (C.Keppel@surrev.ac.uk) . 
Alternatively, leave a message on 01483 689441 and we will get back to 
you.
Many thanks in advance of your help.
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Appendix 2: Email sent to non-academic university staff
Dear Colleague,
I would like to invite you to take part in a research study being conducted 
by Charlie George and Annie Loverseed who are trainee clinical 
psychologists who are studying at the University and being supervised by 
me.
Charlie and Aimie are trying to find out if  people with anxiety problems 
differ firom people without anxiety problems in terms of how they think 
about their emotions, their perceptions o f themselves and their relationship 
with their parents when they were a child. They are also looking for possible 
links between these factors.
So far, they have managed to get about 65 people with anxiety problems 
to take part in their study but now they really need an equal number of 
people without anxiety problems to take part. So, I hope that you will 
consider taking part in their study.
To be eligible for the study you should not currently or previously had a 
diagnosis of any anxiety disorder (e.g. phobia, panic disorder, OCD, social 
anxiety, post-traumatic stress).
Taking part is quite simple. The link below takes you to a secure online 
survey. Before the survey begins, information about the study is given and 
at this point you can decide whether or not to take part. The actual survey is 
completed on line and is likely to take 20-30 minutes, although some people 
may less time than this and others longer. All responses will be treated 
confidentially.
To take part in this study please go to: 
http://www.fahs.surrey.ac.uk/survey/anxietyocd/
If the link does not work when you click on it, please cut and paste it into 
your web browser.
The study has been reviewed by the University o f Surrey Faculty o f Arts 
and Human Sciences Research Ethics Committee and received a favourable 
ethical opinion (Ref: 346-PSY-09/347-PSY-09).
Contact details:
If you have any questions for Charlie or Annie or you would them to send 
you a paper version of the questionnaire, their contact details are: Aimie 
Loverseed (A.Loverseed@surrev.ac.uk) or Charlie George 
(C.Keppel@surrev.ac.uk). Alternatively, you can leave a message on 01483 
689441 and they will get back to you.
Many thanks in advance of your help.
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Appendix 5: The Padua Inventory-Washinston State University
Revision (PI-WSUR)
The following statements refer to thoughts and behaviours which may occur to 
everyone in everyday life. For each statement, choose the reply which best seems 
to fit you and the degree of disturbance which such thoughts or behaviours may 
create. Please tick the most appropriate response.
Not 
at all
A
little
Quit 
e a 
lot
A lot Very
much
1 1 feel my hands are dirty when 1 
touch money.
2 1 think even slight contact with bodily 
secretions (perspiration, saliva urine, 
etc.) may contaminate my clothes or 
somehow harm me.
3 1 find it difficult to touch an object 
when 1 know it has been touched by 
strangers or by certain people.
4 1 find it difficult to touch garbage or 
dirty things.
5 1 avoid using public toilets because 1 
am afraid of disease and 
contamination.
6 1 avoid using public telephones 
because 1 am afraid of contagion and 
disease.
7 1 wash my hands more often and 
longer than necessary.
8 1 sometimes have to wash or clean 
myself simply because 1 think 1 may 
be dirty or “contaminated”.
9 If 1 touch something 1 think is 
“contaminated”, 1 immediately have 
to wash or clean myself.
10 If an animal touches me, 1 feel dirty 
and immediately have to wash 
myself or change my clothing.
11 1 feel obliged to follow a particular 
order in dressing, undressing, and 
washing myself.
12 Before going to sleep, 1 have to do 
certain things in a certain order.
13 Before going to bed, 1 have to hang 
up or fold my clothes in a special 
way.
14 1 have to do things several times 
before 1 think they are properly done.
15 1 tend to keep on checking things 
more often than necessary.
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Not 
at all
A
little
Quit
ea
lot
A lot Very
much
16 1 check and recheck gas and water 
taps and light switches after turning 
them off.
17 1 return home to check doors, 
windows, drawers, etc., to make sure 
they are properly shut.
18 1 keep on checking forms, 
documents, checks, etc., in detail to 
make sure 1 have filled them in 
correctly.
19 1 keep on going back to see that 
matches, cigarettes, etc, are properly 
extinguished.
20 When 1 handle money, 1 count and 
recount it several times.
21 1 check letters carefully many times 
before posting them.
22 Sometimes 1 am not sure 1 have 
done things which in fact 1 knew I 
have done.
23 When 1 read, 1 have the impression 1 
have missed something important 
and must go back and reread the 
passage at least two or three times.
24 1 imagine catastrophic consequences 
as a result of absent-mindedness or 
minor errors which 1 make.
25 1 think or worry at length about 
having hurt someone without 
knowing it.
26 When 1 hear about a disaster, 1 think 
it is somehow my fault.
27 1 sometimes worry at length for no 
reason that 1 have hurt myself or 
have some disease.
28 1 get upset and worried at the sight of 
knives, daggers, and other pointed 
obiects.
29 When 1 hear about a suicide or a 
crime, 1 am upset for a long time and 
find it difficult to stop thinking about 
it.
30 I invent useless worries about germs 
and disease.
31 When 1 look down from a bridge or a 
very high window, 1 feel an impulse 
to throw myself into space.
32 When 1 see a train approaching, 1 
sometimes think 1 could throw myself 
under its wheels.
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Not 
at all
A
little
Quit 
e a 
lot
A
lot
Very
much
33 At certain moments, 1 am tempted to 
tear off my clothes in public.
34 While driving, 1 sometimes feel an 
impulse to drive the car into 
someone or something.
35 Seeing weapons excites me and 
makes me think violent thoughts.
36 1 sometimes feel the need to break or 
damage things for no reason.
37 1 sometimes have an impulse to steal 
other people’s belongings, even if 
they are of no use to me.
38 I am sometimes almost irresistibly 
tempted to steal something from the 
supermarket.
39 1 sometimes have an impulse to hurt 
defenseless children or animals.
Material from the Padua Inventory-Washington State University Revised (Burns, 1995) with 
permission.
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Appendix 7: The Self-Ambivalence Measure (SAM)
Please rate the extent to which you agree with the following statements. Indicate your 
answer by ticking the appropriate response on the scale beside each statement.
Notât
all
Agree 
a little
Agree
moderately
Agree 
a lot
Agree
totally
1 I doubt whether others really 
like me
2 I am secure in my sense of self- 
worth
3 I feel torn between different 
parts of my personality
4 I fear I am capable of doing 
something terrible
5 I think about my worth as a 
person
6 I am constantly aware of how 
others perceive me
7 I feel that I am full of 
contradictions
8 I question the extent to which 
others want to be close to me
9 I tend to think of myself in terms 
of categories such as "good" or 
"bad"
10 I have mixed feelings about my 
self-worth
11 I question whether I am a moral 
person
12 I think about how I can improve 
myself
13 If I inadvertently allow harm to 
come to others, this proves I am 
untrustworthy
14 I tend to move from one extreme 
to the other in how I think about 
myself
15 I am mindful about how I come 
across to others
16 I am constantly concerned about 
whether I am a "decent’ human 
being
17 I am constantly worried about 
whether I am a good or bad 
person
18 I question whether I am morally 
a good or bad person
19 I constantly worry about 
whether I will make anything of 
my life
Material from The Self Ambivalence Measure (Hiar & Kyrios, 2007) with permission
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Appendix 8: The Reading the Mind in the Eyes Test
For each set o f eyes, choose and select which word best describes what the person in the 
picture is thinking or feeling. You may feel that more than one word is applicable but 
please choose just one word, the word which you consider to be most suitable. Before 
making your choice, make sure that you have read all 4 words. You should try to do the 
task as quickly as possible but you will not be timed. If you really don’t know what a word 
means you can look it up in the definition handout at the end of ht test.
•
Playful Comforting Irritated Bored
Terrified Upset Arrogant Annoyed
Joking Flustered Desire Convinced
Joking Insisting Amused Relaxed
Irritated Sarcastic Worried Friendly
Aghast Fantasizing Impatient Alarmed
Apologetic Friendly Uneasy Dispirited
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Despondent
Annoyed
Cautious
Terrified
Relieved
Hostile
Insisting
Amused
Shy
Horrified
Bored
Regretful
Excited
Preoccupied
Aghast
Flirtatious
Indifferent Embarrassed Sceptical Dispirited
Decisive Anticipating Threatening Shy
Irritated Disappointed Depressed Accusing
Contemplative Flustered Encouraging Amused
Irritated Thoughtful Encouraging Sympathetic
Doubtful Affectionate Playful Aghast
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Decisive
Arrogant
Dominant
Embarrassed
Preoccupied
Amused
Grateful
Friendly
Fantasizing
Grateful
Aghast
Sarcastic
Guilty
Confused
Insisting
Bored
Tentative
Horrified
Panicked
Imploring
Contented Apologetic Defiant
Pensive Irritated Excited
Curious
Hostile
Panicked Incredulous Despondent Interested
Alarmed Shy Hostile Anxious
Joking Cautious Arrogant Reassuring
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Interested
Impatient
Grateful
Joking
Aghast
Flirtatious
Affectionate
Irritated
Hostile
Contented
Reflective
Disappointed
Ashamed Confident Joking Dispirited
Serious Ashamed Bewildered Alarmed
Embarrassed Guilty Fantasizing Concerned
Aghast Baffled Distrustful Terrified
Puzzled Nervous Insisting Contemplative
Ashamed Nervous Suspicious Indecisive
Material from the Reading the Mind in the Eyes-Revised Version (Barorr-Cohen et ai,  2001) with permission
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GLOSSARY
ACCUSING blaming
The policeman was accusing the man o f stealing a wallet.
AFFECTIONATE showing fondness towards someone
Most mothers are affectionate to their babies by giving them lots o f kisses
and cuddles.
AGHAST horrified, astonished, alarmed
Jane was aghast when she discovered her house had been burgled.
ALARMED fearful, worried, filled with anxiety
Claire was alarmed when she thought she was being followed home.
AMUSED finding something funny
I was amused by a funny joke someone told me.
ANNOYED irritated, displeased
Jack was annoyed when he found out he had missed the last bus home. 
ANTICIPATING expecting
At the start o f the football match, the fans were anticipating a quick goal. 
ANXIOUS worried, tense, uneasy
The student was feeling anxious before taking her final exams. 
APOLOGETIC feeling sorry
The waiter was very apologetic when he spilt soup all over the customer. 
ARROGANT conceited, self-important, having a big opinion of oneself 
The arrogant man thought he knew more about politics than everyone else 
in the room.
ASHAMED overcome with shame or guilt
The boy felt ashamed when his mother discovered him stealing money from 
her purse.
ASSERTIVE confident, dominant, sure o f oneself
The assertive woman demanded that the shop give her a refund.
BAFFLED confused, puzzled, dumbfounded
The detectives were completely baffled by the murder case.
BEWILDERED utterly confused, puzzled, dazed 
The child was bewildered when visiting the big city for the first time. 
CAUTIOUS careful, wary
Sarah was always a bit cautious when talking to someone she did not know. 
COMFORTING consoling, compassionate 
The nurse was comforting the wounded soldier.
CONCERNED worried, troubled
The doctor was concerned when his patient took a turn for the worse. 
CONFIDENT self-assured, believing in oneself 
The tennis player was feeling very confident about winning his match. 
CONFUSED puzzled, perplexed
Lizzie was so confused by the directions given to her, she got lost.
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CONTEMPLATIVE reflective, thoughtful, considering 
John was in a contemplative mood on the eve of his 60^  ^birthday. 
CONTENTED satisfied
After a nice walk and a good meal, David felt very contented. 
CONVINCED certain, absolutely positive 
Richard was convinced he had come to the right decision.
CURIOUS inquisitive, inquiring, piying 
Louise was curious about the strange shaped parcel.
DECIDING making your mind up
The man was deciding whom to vote for in the election.
DECISIVE already made your mind up
Jane looked very decisive as she walked into the polling station.
DEFIANT insolent, bold, don’t care what anyone else thinks
The animal protester remained defiant even after being sent to prison.
DEPRESSED miserable
George was depressed when he didn't receive any birthday cards. 
DESIRE passion, lust, longing for 
Kate had a strong desire for chocolate.
DESPONDENT gloomy, despairing, without hope 
Gary was despondent when he did not get the job he wanted. 
DISAPPOINTED displeased, disgruntled
Manchester United fans were disappointed not to win the Championship. 
DISPIRITED glum, miserable, low 
Adam was dispirited when he failed his exams.
DISTRUSTFUL suspicious, doubtful, wary
The old woman was distrustful of the stranger at her door.
DOMINANT commanding, bossy
The sergeant major looked dominant as he inspected the new recruits. 
DOUBTFUL dubious, suspicious, not really believing 
Mary was doubtful that her son was telling the truth.
DUBIOUS doubtful, suspicious
Peter was dubious when offered a surprisingly cheap television in a pub. 
EAGER keen
On Christmas morning, the children were eager to open their presents.
EARNEST having a serious intention
Harry was very earnest about his religious beliefs.
EMBARRASSED ashamed
After forgetting a colleague's name, Jenny felt very embarrassed. 
ENCOURAGING hopeful, heartening, supporting 
All the parents were encouraging their children in the school sports day. 
ENTERTAINED absorbed and amused or pleased by something 
I was very entertained by the magician.
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ENTHUSIASTIC very eager, keen
Susan felt very enthusiastic about her new fitness plan.
FANTASIZING daydreaming
Emma was fantasizing about being a film star.
FASCINATED captivated, really interested
At the seaside, the children were fascinated by the creatures in the rock 
pools.
FEARFUL terrified, worried
In the dark streets, the women felt fearful.
FLIRTATIOUS brazen, saucy, teasing, playful
Connie was accused of being flirtatious when she winked at a stranger at a 
party.
FLUSTERED confused, nervous and upset
Sarah felt a bit flustered when she realised how late she was
FRIENDLY sociable, amiable
The friendly girl showed the tourists the way to the town centre. 
GRATEFUL thankful
Kelly was very grateful for the kindness shown by the stranger.
GUILTY feeling sorry for doing something wrong 
Charlie felt guilty about having an affair.
HATEFUL showing intense dislike
The two sisters were hateful to each other and always fighting.
HOPEFUL optimistic
Larry was hopeful that the post would bring good news.
HORRIFIED terrified, appalled
The man was horrified to discover that his new wife was already married. 
HOSTILE unfriendly
The two neighbours were hostile towards each other because of an argument 
about loud music.
IMPATIENT restless, wanting something to happen soon
Jane grew increasingly impatient as she waited for her friend who was
already 20 minutes late.
IMPLORING begging, pleading
Nicola looked imploring as she tried to persuade her dad to lend her the car. 
INCREDULOUS not believing
Simon was incredulous when he heard that he had won the lottery. 
INDECISIVE unsure, hesitant, unable to make your mind up 
Tammy was so indecisive that she couldn't even decide what to have for 
lunch.
INDIFFERENT disinterested, unresponsive, don't care
Terry was completely indifferent as to whether they went to the cinema or
the pub.
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INSISTING demanding, persisting, maintaining 
After a work outing, Frank was insisting he paid the bill for everyone. 
INSULTING rude, offensive
The football crowd was insulting the referee after he gave a penalty. 
INTERESTED inquiring, curious
After seeing Jurassic Park, Hugh grew very interested in dinosaurs. 
INTRIGUED very curious, very interested 
A mystery phone call intrigued Zoe.
IRRITATED exasperated, annoyed 
Frances was irritated by all the junk mail she received.
JEALOUS envious
Tony was jealous o f all the taller, better-looking boys in his class.
JOKING being funny, playful
Gary was always joking with his friends.
NERVOUS apprehensive, tense, worried
Just before her job interview, Alice felt very nervous.
OFFENDED insulted, wounded, having hurt feelings
When someone made a joke about her weight, Martha felt very offended.
PANICKED distraught, feeling of terror or anxiety
On waking to find the house on fire, the whole family was panicked.
PENSIVE thinking about something slightly worrying
Susie looked pensive on the way to meeting her boyfriend's parents for the
first time.
PERPLEXED bewildered, puzzled, confused 
Frank was perplexed by the disappearance of his garden gnomes. 
PLAYFUL full o f high spirits and fun 
Neil was feeling playful at his birthday party.
PREOCCUPIED absorbed, engrossed in one's own thoughts 
Worrying about her mother's illness made Debbie preoccupied at work 
PUZZLED perplexed, bewildered, confused
After doing the crossword for an hour, June was still puzzled by one clue. 
REASSURING supporting, encouraging, giving someone confidence 
Andy tried to look reassuring as he told his wife that her new dress did suit 
her.
REFLECTIVE contemplative, thoughtful
George was in a reflective mood as he thought about what he'd done with 
his life.
REGRETFUL sorry
Lee was always regretful that he had never travelled when he was younger. 
RELAXED taking it easy, calm, carefree 
On holiday, Pam felt happy and relaxed.
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RELIEVED freed from worry or anxiety
At the restaurant, Ray was relieved to find that he had not forgotten his 
wallet.
RESENTFUL bitter, hostile
The businessman felt very resentful towards his younger colleague who had 
been promoted above him.
SARCASTIC cynical, mocking, scornful
The comedian made a sarcastic comment when someone came into the 
theatre late.
SATISFIED content, fulfilled
Steve felt very satisfied after he had got his new flat just how he wanted it. 
SCEPTICAL doubtful, suspicious, mistrusting 
Patrick looked sceptical as someone read out his horoscope to him. 
SERIOUS solemn, grave
The bank manager looked serious as he refused Nigel an overdraft.
STERN severe, strict, firm
The teacher looked very stem as he told the class off.
SUSPICIOUS disbelieving, suspecting, doubting
After Sam had lost his wallet for the second time at work, he grew
suspicious of one of his colleagues.
SYMPATHETIC kind, compassionate
The nurse looked sympathetic as she told the patient the bad news. 
TENTATIVE hesitant, uncertain, cautious
Andrew felt a bit tentative as he went into the room ftill o f strangers. 
TERRIFIED alarmed, fearful
The boy was terrified when he thought he saw a ghost.
THOUGHTFUL thinking about something
Phil looked thoughtful as he sat waiting for the girlfriend he was about to 
finish with.
THREATENING menacing, intimidating
The large, dmnken man was acting in a very threatening way.
UNEASY unsettled, apprehensive, troubled
Karen felt slightly uneasy about accepting a lift from the man she had only 
met that day. .
UPSET agitated, worried, uneasy
The man was very upset when his mother died.
WORRIED anxious, fretful, troubled
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Appendix 9: Parental Bonding Instrument (FBI)
This questioimaire lists various attitudes and behaviours of parents. As you remember your 
MOTHER or main female caregiver in your first 16 years would you tick the most 
appropriate response next to each question.
Veiy
like
Moderately
like
Moderately
unlike
Very
unlike
1 Spoke to me in a warm and friendly 
voice
2 Did not help me as much as I 
needed
3 Let me do those things I liked doing
4 Seemed emotionally cold to me
5 Appeared to understand my 
problems and worries
6 Was affectionate to me
7 Liked me to make my own decisions
8 Did not want me to grow up
9 Tried to control everything I did
10 Invaded my privacy
11 Enjoyed talking things over with 
me
12 Frequently smiled at me
13 Tended to baby me
14 Did not seem to understand what I 
needed or wanted
15 Let me decide things for myself
16 Made me feel I wasn’t wanted
17 Could make me feel better when I 
was upset
18 Did not talk with me very much
19 Tried to make me feel dependent on 
her
20 Felt I could not look after myself 
unless she was around
21 Gave me as much freedom as I 
wanted
22 Let me go out as often as I wanted
23 Was overprotective of me
24 Did not praise me
25 Let me dress in any way I pleased
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As you remember your FATHER or main male caregiver in your first 16 years would you 
tick the most appropriate response next to each question.
Very
like
Moderately
like
Moderately
unlike
Very
unlike
1 Spoke to me in a warm and 
friendly voice
2 Did not help me as much as I 
needed
3 Let me do those things I liked 
doing
4 Seemed emotionally cold to me
5 Appeared to understand my 
problems and worries
6 Was affectionate to me
7 Liked me to make my own 
decisions
8 Did not want me to grow up
9 Tried to control everything I did
10 Invaded my privacy
11 Enjoyed talking things over with 
me
12 Frequently smiled at me
13 Tended to baby me
14 Did not seem to understand what I 
needed or wanted
15 Let me decide things for myself
16 Made me feel I wasn’t wanted
17 Could make me feel better when I 
was upset
18 Did not talk with me very much
19 Tried to make me feel dependent 
on him
20 Felt I could not look after myself 
unless he was around
21 Gave me as much freedom as I 
wanted
22 Let me go out as often as I wanted
23 Was overprotective of me
24 Did not praise me
25 Let me dress in any way I pleased
M aterial from Parental Bonding Instrum ent [Parker, Tupling and Brown, 1979] with permission.
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Appendix 10: The Perception of Threat from Emotion Questionnaire
(PTEO)
following questions list different beliefs that people sometimes have about emotions. The 
same nine statements are made about each of seven different emotions (covering all aspects 
of life) and ‘emotion’ in general. For each emotion, first try to recall a few times that you 
have felt that way. Then, read each question and tick the box that most closely describes 
how you think, most of the time. Be sure to choose only one answer for each statement. 
Because people are different, there are no right or wrong answers to these questions.
Guilt Not 
at all
A
little
bit
Moderately Quite 
a bit
Definitely
1 Do you think it is 
dangerous to feel guilty?
2 Could guilt cause you to 
lose control and do things 
you later regret?
3 Is feeling guilty ‘bad’? (a 
sign of being evil or failing)
4 Is it extremely important to 
stop yourself from feeling 
guilty?
5 Can feeling guilty be 
frightening?
6 When you feel guilty does 
it seem that it will last 
forever?
7 Could guilt overwhelm you 
so that you are unable to 
function?
8 Are you able to clearly 
identify what you mean by 
‘guilty’?
9 Do you feel guilt quite 
often?
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Happiness Not 
at all
A
little
bit
Moderately Quite 
a bit
Definitely
1 Do you think it is dangerous to 
feel happy?
2 Could happiness cause you to 
lose control and do things you 
later regret?
3 Is feeling happy ‘bad’? (a sign 
of being evil or failing)
4 Is it extremely important to 
stop yourself from feeling 
happy?
5 Can feeling happiness be 
frightening?
6 When you feel happy does it 
seem that it will last forever?
7 Could happiness overwhelm 
you so that you are unable to 
function?
8 Are you able to clearly identify 
what you mean by 
‘happiness’?
9 Do you feel happiness quite 
often?
Anger Not 
at all
A
little
bit
Moderately Quite 
a bit
Definitely
1 Do you think it is dangerous 
to feel angry?
2 Could anger cause you to lose 
control and do things you later 
regret?
3 Is feeling angry ‘bad’? (a sign 
of being evil or failing)
4 Is it extremely important to 
stop yourself from feeling 
angry?
5 Can feeling angry be 
frightening?
6 When you feel angry does it 
seem that it will last forever?
7 Could anger overwhelm you 
so that you are unable to 
function?
8 Are you able to clearly 
identify what you mean by 
‘anger’?
9 Do you feel angry quite often?
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Sadness Not at 
all
A
little
bit
Moderately Quite a 
bit
Definitely
1 Do you think it is dangerous 
to feel sad?
2 Could sadness cause you to 
lose control and do things you 
later regret?
3 Is feeling sadness ‘bad’? (a 
sign of being evil or failing)
4 Is it extremely important to 
stop yourself from feeling 
sad?
5 Can feeling sad be 
frightening?
6 When you feel sad does it 
seem that it will last forever?
7 Could sadness overwhelm 
you so that you are unable to 
function?
8 Are you able to clearly 
identify what you mean by 
‘sadness’?
9 Do you feel sad quite often?
Anxiety (Fear) Not at 
all
A
little
bit
Moderately Quite a 
bit
Definitely
1 Do you think it is dangerous 
to feel anxiety?
2 Could anxiety cause you to 
lose control and do things 
you later regret?
3 Is feeling anxious‘bad’? (a 
sign of being evil or failing)
4 Is it extremely important to 
stop yourself from feeling 
anxious?
5 Can feeling anxious be 
frightening?
6 When you feel anxious does 
it seem that it will last 
forever?
7 Could anxiety overwhelm 
you so that you are unable to 
function?
8 Are you able to clearly 
identify what you mean by 
‘anxiety’?
9 Do you feel anxious quite 
often?
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Sexual Desire (Lust) Not at 
all
A
little
bit
Moderately Quite 
a bit
Definitely
1 Do you think it is 
dangerous to feel lust?
2 Could lust cause you to 
lose control and do things 
you later regret?
3 Is feeling lustful ‘bad’? (a 
sign of being evil or 
failing)
4 Is it extremely important to 
stop yourself from feeling 
lustful?
5 Can feeling lustful be 
frightening?
6 When you feel happy does 
it seem that it will last 
forever?
7 Could lust ovemhelm you 
so that you are unable to 
function?
8 Are you able to clearly 
identify what you mean by 
‘lust’?
9 Do you feel lust quite 
often?
Disgust Not at 
all
A - 
little 
bit
Moderately Quite 
a bit
Definitely
I Do you think it is 
dangerous to feel disgust?
2 Could feelings of disgust 
cause you to lose control 
and do things you later 
regret?
3 Is feeling disgust ‘bad’? (a 
sign of being evil or 
failing)
4 Is it extremely important to 
stop yourself from feeling 
disgust?
5 Can feeling disgust be 
frightening?
6 When you feel disgust does 
it seem that it will last 
forever?
7 Could disgust overwhelm 
you so that you are unable 
to function?
8 Are you able to clearly 
identify what you mean by 
‘disgust’?
9 Do you feel disgust quite 
often?
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Strong Emotions in 
General
Not 
at all
A
little
bit
Moderately Quite a 
bit
Definitely
1 Do you think it is dangerous 
to feel strong emotions?
2 Could strong emotions cause 
you to lose control and do 
things you later regret?
3 Is feeling strong emotion 
‘bad’? (a sign of being evil 
or failing)
4 Is it extremely important to 
stop yourself from feeling 
strong emotion?
5 Can feeling strong emotions 
be frightening?
6 When you feel strong 
emotion does it seem that it 
will last forever?
7 Could strong emotions 
overwhelm you so that you 
are unable to function?
8 Are you able to clearly 
identify what you mean by 
‘strong emotions’?
9 Do you feel strong emotions 
quite often?
Material from The Perception o f Threat from Emotion Questionnaire (McCubbin & Sampson, 2006) with 
permission
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Appendix 11: Information Sheet
. UNiVRRSITYOF
> SURREY
Psychological Factors in Anxiety and OCD
We would like to invite you to take part in a research study. Before you decide, it 
is important that you know why the research is being done and what taking part 
will involve. Please take the time to read the information below. If you would 
like to ask any questions before you consent then please contact the researchers 
using the details below.
The aim of the research
We are doing a research study to try and find out if people with different types of 
anxiety problems differ in terms of how they think about their emotions, their 
perceptions of themselves and their relationship with their parents when they were 
a child. We are looking for possible links between these factors, and we are going 
to compare the responses from people with different types of anxiety disorder, such 
as generalised anxiety, phobias, panic, post-traumatic stress disorder, social phobia, 
OCD or any other form of anxiety. We will also be comparing these responses with 
the responses of people with no anxiety problems.
What will participating in the research involve?
The research involves completing some questionnaires. These consist of questions 
about the factors described above, and about your mood and any anxiety symptoms 
you may be experiencing. Completing the questionnaires is likely to take 30-45 
minutes, however some people may take less time than this and others may take 
longer. The questionnaires can be completed by filling out the attached and sending 
it back to the researchers in the prepaid envelope that is provided. Alternatively it 
can be completed online by going to http://www.fahs.surrev.ac.uk/surveY/anxiety/.
When we have received your completed questionnaires, the participants that have 
indicated that they have some anxiety symptoms will be required to complete a 
telephone interview in which some additional questions relating to anxiety 
symptoms will be asked. All information will be treated confidentially, unless a 
participant discloses a significant risk to themselves or others. Individual 
questionnaire scores will not be available but participants may ask general 
questions about the study. The telephone call should take no longer than 20 
minutes.
Your rights as a participant
It is up to you whether or not you wish to take part in the study. You may 
withdraw consent at any time without giving a reason. All identifiable information 
and data will be treated confidentially within the research team and stored 
securely.
Answering questions about your mood and personal experiences may be potentially 
distressing but we anticipate that any effects will be temporary. However, if this 
should occur we advise you to contact your GP or telephone the Samaritans on 
08457 90 90 90. Further sources of support recommended by the NHS are listed at 
http://www.nhs.uk/Livewell/mentalhealth/Pages/Helplines.aspx
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There may be no direct benefit to you from taking part in this study and no 
payment is offered. However, the research may help to increase knowledge about 
anxiety problems.
Contact details:
If  you would like any further information please contact Annie Loverseed 
A.Loverseed@,surrev.ac.uk) or Charlie George tC.Keppel@surrev.ac.uk) by email, 
or leave a message on 01483 689441 and we will get back to you. If you have any 
complaint or concerns about any aspect of this study please contact Dr Laura 
Simonds, Principal Investigator on 01483 689441.
Volume 1 112
Appendix 12; Consent Form
Consent
I have read and understood the Information provided. I have been given a full explanation 
of the purpose of the research project and what is involved in participating.
I have been given the opportunity to ask questions on all aspects of the study and have 
understood the information given as a result.
I consent to my personal data, as outlined in the preceding information, being used for the 
research project and agree that data collected may be shared with other researchers. I 
understand that all personal data relating to participants is held in the strictest confidence, 
and in accordance with the Data Protection Act (1998).
I understand that I can change my mind and am free to withdraw from the study at any time 
without needing to justify my reason for doing so.
I confirm that I have read and understood the above and freely consent to participating in 
this study.
Name of participant (BLOCK CAPITALS) ....................................................
Signed....................................................................... ....................................................
Date .......................................................
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Appendix 13; Ethical Approval
"^ SURREY
Or Adrian Coyle
Chain Faculty of Arts and Human Sciences Ethics 
Committee 
University of Surrey
Charlotte George
Annie Loverseed 
Trainee Clinical Psychologists 
Department of Psychology 
University of Surrey
Faculty of
Arts and Human Sciences
:i:+44'{C)t48S«S^45'::i|^
r.Auguü2009
Dear Charlotte 
Reference; 346-PSY-09 RS
Title o f Project: An investigation o f self-ambivalence, mentalization and threat from 
emotions in Obsessive-Com pulsive Disorder
Reference: 347-PSY-09 RS
Title o f Project: An investigation of the relationship between attachment with parents, 
mentalization and self-ambivalence in Obsessive-Compulsive Disorder
Thank you for your re-submission of the above proposals.
The Faculhy of Arts and Human Sciences Ethics Committee has given favourable ethical 
opinion.
if there are any significant changes to this proposal you may need to consider requesting 
scrutiny by the Faculty Ethics Committee.
Yours sincerely : .....
Dr Adrian Coyle
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Chair’s  Action
Ref:
Name of Students; 
Title of Projects:
Supervisors:
Date of submission: 
Date of re-submission:
Faculty of Arts and Human Sciences
346-PSY-09 RS & 347-PSY-09 RS
ANNIE LOVERSEED 
CHARLOTTE GEORGE
An investigation of self-ambivalence, 
mentalization and threat from emotions in 
Obsessive-Compulsive Disorder
An Investigation of the relationship between 
attachment with parents, mentalization and 
self-ambivalence in Obsessive-Compulsive 
Disorder
DR LAURA SIMONDS 
DR SUSAN HOWARD
22"^ June 2009
4^ August 2009
The above Projects have been re-submitted to the FAHS Ethics Committee, 
Favourable eüiical approval has now been granted.
Signed:
DfilNdrian
Chair
D # d :. A v g  Z o p ?
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Appendix 14; Debrief Sheet
Debrief- please only look at once you have completed the questionnaire 
Thank you for taking part. The questionnaires that you have just completed 
measure a number of concepts that may be important in understanding anxiety. 
Firstly, ‘self-ambivalence’ refers to a state of uncertainty about one’s own self- 
worth, morality or social acceptability. Secondly, ‘perception of threat from 
emotion’ is the extent to which people perceive different emotions to be 
unacceptable or threatening. Finally, ‘mentalization’ is the ability to recognise 
emotions in oneself and others, in order to understand intentions and behaviour.
Previous research has found that people with anxiety score differently on some of 
these factors than people who do not have anxiety problems, and certain patterns 
have been linked, in particular to obsessionality. However, it is not known whether 
this is only found in OCD or may also occur in other anxiety disorders. By 
comparing responses from people with different types of anxiety (including OCD) 
we hope to understand this better.
The study also hopes to investigate whether there are links between early 
relationships with parents and the way people perceive themselves and others. We 
are looking for possible links between these early experiences and the factors 
described above, and whether these could be related to different types of anxiety in 
adults. Your participation may help to answer these questions and improve current 
understanding of anxiety disorders. Thank you!
We anticipate that the results of this study will be available in June 2010. If you 
would like to receive a summary of these then please let the researchers know by 
contacting us on the details below.
If you have been distressed by taking part in this study or you are worried about 
your symptoms we advise you to contact your GP. Alternatively, you may wish to 
telephone the Samaritans on 08457909090 or consider other sources of
support listed at http://www.nhs.uk/Livewell/mentalhealth/Pages/Helplines.aspx
Researcher Contact details; Email: Annie Loverseed
(A.Loverseed@surrev.ac.uk) or Charlie  ^ George (C.Keppel@surrev.ac.uk). 
Alternatively, leave a message on 01483 689441 and we will get back to you.
We are also looking to recruit people without any OCD or anxiety difficulties. If 
you think a friend of yours (but not a blood relative) would be interested in 
participating then please direct them to this link where they can read the 
information about this study and decide whether they would like to participate: 
http://www.fahs.surrev.ac.uk/survev/anxietv
Thank you!
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Appendix 15: Contact Details Sheet
Contact details
Thank you for your time. You have nearly completed the questionnaire stage of the study. 
We just need a couple of further details. As previously mentioned, some participants will 
be required to complete a telephone interview in which some additional questions relating 
to anxiety and OCD symptoms will be asked.
Please provide us with your name, telephone number and preferred times to be contacted;
Name: ____________________________
Tel. Number:
Preferred days and times to be contacted:
Thank you for taking the time to complete our study, please return your completed 
pages (pages 2-25) in the freepost envelope provided. Please keep pages 1 and 26 for 
your information and in case you wish to contact us in the future.
Please find some additional information on what our study is about on the next page.
Volume 1 117
Appendix 16: Normality Tables for Variables
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Appendix 17: Summary Table of Outliers Removed
Total Sam )le SCID-CV
Variable OCD Anxiety Control OCD Anxiety Control
HADS Anxiety 
Subscale
0 I 0 0 I 0
HADS Total 0 0 I 0 0 I
Padua Total 1 0 0 0 0 0
PBI Mother Care 
Subscale
0 0 0 0 0 0
PBI Mother
Overprotection
Subscale
0 0 0 0 0 0
PBI Father Care 
Subscale
0 0 0 0 1 0
PBI Father
Overprotection
Subscale
0 1 0 0 0 0
PBI Total Care 
Subscale
0 0 0 0 0 0
PBI Total
Overprotection
Subscale
0 0 0 0 0 0
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Abstract
Objective: To listen to the experiences of service users who have attended the 
HCBT group booster sessions in order to understand the usefulness 
of them so that decision making around the future development of 
the booster component of the HCBT group is better informed.
Design: Non-experimental, descriptive design.
Setting: An adult outpatient psychology service.
Participants: Five participants agreed to attend a focus group of whom three
were male and two were female. Ages ranged from 44 to 61 years. 
Inclusion criteria included having their file open to the psychology 
service, to have attended the HCBT group since January 2007 and 
to have attended at least two booster sessions.
Analysis: Thematic analysis.
Results: The thematic analysis revealed four themes. These included
choice to attend, likes, dislikes and group gains. Within the 
current paper two themes are discussed.
Conclusions: This study found that participants believed that booster sessions
were useful to the maintenance and promotion of treatment 
induced change. Participants identified a number of additional 
gains from attending the booster sessions which provide an insight 
into the usefulness of booster sessions. Furthermore, participants 
identified some possible limitations of the effectiveness of boosters 
sessions which it is hoped can be used to inform future decisions 
about the booster sessions.
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Introduction
Cognitive Behavioural Therapy (CBT) as an individual psychotherapy has been 
found to be an effective treatment for a number of mental health difficulties (e.g.
Barrowclough et al., 2001; Ward et al., 2000) and is recommended as the 
psychological treatment of choice for people with depression and anxiety (The 
National Institute of Clinical Excellence, 2004, 2007). Although group CBT 
(GCBT) has received less empirical attention than individual CBT, interest has 
been growing as mental health services attempt to improve access to psychological 
therapies (Department of Health, 2007) and meet the increasing demand for talking 
therapies. GCBT has been found to be effective in the treatment of depression (e.g.
Hollon and Shaw, 1979; Oie and Dingle, 2008,Rush and Watkins, 1981), anxiety 
(e.g. White and Keenan, 1990; Wong and Sun, 2006), obsessive compulsive 
disorder, (e.g. Anderson and Rees, 2007) and schizophrenia (Barrowclough et al.,
2006). Furthermore, Miller and Berman’s (1983) meta-analysis reported that a 
number of studies found GCBT to be as effective as individual CBT, and these 
findings have more recently been replicated by Morrison (2001).
Much of the research into the effectiveness of GCBT has focused on groups with a 
homogenously defined group of people; however, there is increasing evidence for 
the efficacy of heterogeneous (mixed diagnosis) groups. Free (1999) found that 
even when the group members had a range of different emotional difficulties, such 
as depression, anxiety and excessive anger that GCBT was suitable. Not only do 
heterogeneous groups expand the inclusion criteria and prevent the need for 
services to wait till diagnosis specific groups are full, but they can be advantageous 
for people with comorbid symptoms. For example, Kush and Fleming (2000) 
found a 12 week CBT group for individuals with comorbid anxiety and depression 
to be effective in reducing symptoms for both disorders.
Follow up or booster sessions have commonly been components of GCBT 
treatment and have been found to be moderately successful in maintaining 
treatment induced change for difficulties such as smoking cessation and weight 
loss (Whisman, 1990) as well as reducing alcohol consumption (Connors and 
Walitzer, 2001) and reducing relationship difficulties (Braukhaus et al., 2003).
Despite the fact that many of the groups reviewed in both Miller and Berman 
(1983) and Morrison’s (2001) meta-analyses had booster or follow up sessions, 
there is limited evidence of the effectiveness of booster sessions for people with
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mental health difficulties and the evidence that is available has been mixed. 
Booster sessions were not found to reduce relapse in people with depression (Baker 
and Wilson, 1985) although they have been found to accelerate recovery among 
adolescents with depression (Clarke o/., 1999).
In light of this evidence, a HCBT group comprising of a six week intensive period 
followed by booster sessions was proposed and set up by five psychologists 
working for an adult mental health outpatient service to address the waiting list for 
individual psychotherapy which stood at approximately two years. The HCBT 
group was loosely based on the Mind Over Mood CBT Manual (Greenberger and 
Padesky, 1995) whieh utilises cognitive behavioural principles such as goal setting, 
identifying beliefs, behavioural practice and emotional management.
The booster sessions run every two months and last for two and half hours with a 
tea break. They are usually facilitated by two psychologists, and where possible it 
is arranged so that all attendees know at least one of the psychologists. The booster 
sessions are open to all that have attended the intensive period of the HCBT group 
and are still open to the psychology service, which means that the attendees are 
comprised of clients from several different HCBT groups. This means that the 
number of attendees varies but in recent months, the number of attendees has been 
around twenty. The structure of the group is flexible, but most commonly the 
psychologists ask the attendees to give a brief update on how they have been then 
re-emphasise the CBT principles covered during the intensive stage which may be 
appropriate to the group’s difficulties.
Aims
Given the relatively scarce research in to the effectiveness and role of booster 
sessions in the treatment of people with mental health difficulties, the present study 
aims to explore the views of services users who attend the HCBT group booster 
sessions to evaluate the usefulness of the booster sessions for them. It was hoped it 
would prove useful in decision making around the future development of the 
booster component of the HCBT group.
Method
Participants
The inclusion criteria for the present study were as follows: participants should
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• have attended and completed the HCBT group since January 2007 (when a
change in the discharge rule occurred)
• have attended at least two booster sessions
• still have their file open in the psychology service
Participants were recruited through the researcher contacting all those that met the 
inclusion criteria by letter. The aims and nature of the research project were 
explained to participants through an information sheet (please see Appendix 1). In 
particular, it was explained that the researcher was not involved with the HCBT 
group and that their attendance at the focus group would be kept confidential so 
that none of the psychologists involved in the HCBT would know who had 
participated. Those that indicated that they were interested in participating were 
invited to a focus group. Participants signed consent forms (see Appendix 2) to 
indicate that they agreed to participate, to be video recorded and that the 
information gained from this would be used in order to produce a service 
evaluation.
Five out of the 13 participants invited to the focus group attended, of whom two 
were female and three were male. Ages ranged from 44 to 61 years. Participants 
self selected the category of ethnic background that best described them (Appendix
3). Four participants came from a White British background and one participant 
came from a Black British (Caribbean) background. Two participants were single 
with no children and three were married with children.
Data collection
An interview schedule (Appendix 4) was designed following discussion with 
colleagues involved in the HCBT group. The interview schedule adopted a 
traditional deductive approach moving from a broad introductory question to more 
specific questions, whilst allowing the participants to share their own experiences 
and views. There were three main areas of interest which were covered within the 
interview transcript; reasons for attendance, likes and dislikes about the booster 
sessions and views on two of the booster session rules. The focus group was video 
recorded for the purpose of transcribing.
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Data management and analysis
The transcript of the focus group was analysed using thematic analysis. Given that 
this project had three individual areas of interest which are specific to the service in 
whieh the HCBT group is located, it was felt that a method of analysis with a 
clearly and specified theoretical and epistemological stance such as interpretative 
phenomenological analysis was not appropriate. Thematic analysis offered a 
flexible realist method that could produce a rich and detailed account of the data 
(Braun & Clark, 2006). It was also felt that thematic analysis would allow for a 
description of the entire data set which was ideal given that no previous research 
had been conducted on the experience of attending HCBT booster sessions and that 
the project only had the views of participants from one focus group.
Thematic analysis followed the guidance of Braun and Clarke (2006). The 
recording of the focus group was transcribed with all identifying material being 
removed for confidentiality purposes (please see Appendix 5). Familiarisation of 
the data occurred through reading and re-reading of the data. The next stage 
involved manually coding the data for interesting features and then collating these 
in to potential themes. Themes were defined as aspects in the data that were of 
interest given the aims of the serviee evaluation. These were then reviewed and 
refined until a table of master themes and sub-themes, with extract examples, had 
been identified and named (Appendix 6).
Analysis
The analysis of the data using thematic analysis identified four master themes 
which were: choice to attend, likes, dislikes and group gains (Table 1). It is 
important to acknowledge that the master themes and sub-themes should not be 
viewed in isolation but instead should be seen as part of an integrated system. Due 
to the word constraints of this project, only a brief exploration of two themes will 
be discussed, which are dislikes and group gains. These have been chosen beeause 
they are particularly representative of attendee’s views on the usefulness of booster 
sessions for them.
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Table 1. Identified Themes
1) Choice to attend 2) Likes
Experience and knowledge
Waiting time Availability
Need for treatment Continuity of staff
Personal preference Safe environment
• Reluctance Attention from psychologists
• Keenness Commonalities between attendees
Awareness of boosters • Problems
• Aware • Way of thinking
• Unaware Flexibility
Commitments
Recommendation
Availability of options
3) Dislikes 4) Grouo gains
Group size Evaluation
• Speaking • What’s happened
• Continuity of attendees • What’s next
Constraints Listening and comparison to others
• Time Guidance
• Space • Giving
Access to amenities • Receiving
Decision process Contaet
Rules • Psychology Service
• Discharge • People
• Time limited Supportive relationships
• 1:1 ruled out Personal improvement
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Dislikes
This theme contains five sub- themes of which two will be discussed; group size 
and constraints.
y
Group size
Within this sub-theme there were two elements that fell under it which were 
speaking and continuity of attendees. The size of the group was an issue that was 
raised by all participants. It seemed that participants found the size of the group to 
be too large and that this made it more difficult for them to speak. For some, it 
seemed that the size of the group would actually prevent them from saying 
anything.
“..a big group I ’m less liable to say anything. ” (Rob: Pg. 14, L521)
Furthermore, the large group size of the booster sessions meant that participants 
often only recognized a couple of faces and this resulted in a need for those that did 
speak to have to repeat their story each time.
^\.rather than having to really go through it all again so the people in the room 
that don’t know you or know anything about you, you find  that you have to be 
duplicating yourself... ” (Emma: Pg. 15, L568-571)
Constraints
Two constraints were identified which were time and space. Unhappiness with the 
size of the group seemed to be compounded by the length of the booster sessions. 
Participants felt that the length of the booster session was not sufficient for the 
number of attendees.
“...there is such a large group o f people, le t’s say hypothetically everybody wanted 
to speak on that day there is no way you are going to do that in that block o f time. ”
(Emma: Pg. 15, L552-554)
Participants also commented that given the size of the group that there was not a 
sufficient amount of space available.
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“I  can remember you coming to one that I  was on and you could hardly find  a 
seat...” (Jake: Pg. 18, L667-668))
Group Gains
This theme encapsulates what the participants perceived that they gained from 
attending the booster sessions. Six sub-themes were identified; evaluation, 
listening and comparison to others, guidance, contact, supportive relationships and 
personal improvement, of which five will be discussed.
Evaluation
Attending booster session allowed participants to review what had happened since 
the last one and to refocus on what they needed to be working on. Therefore this 
sub-theme was broken down in to what’s happened and what’s next. Paul 
succinctly exemplified both elements of this sub-theme:
“I  use it as uhh an opportunity to catch up with what I  have been doing the last few  
months and take stock o f it, it uhh, it also keeps the momentum going... ”
(Paul: Pg. 4, L139-141)
Listening and comparison to others
An important benefit identified from attending booster sessions was the 
opportunity to listen to others. Jake actually singled this out to be the element that 
he benefited from most:
“I  actually find  the booster sessions not terribly constructive as fa r as contents 
concerned other than listening to those people that choose to be articulate on that 
day.” (Jake: Pg.l3, L465-467)
In addition, the benefit that participants gained from listening to others seemed to 
be linked with the opportunity to compare themselves or their difficulties with 
those of other people. This appeared to provide participants with reassurance that 
their difficulties were not as bad as they perhaps felt and give some hope that 
things will improve.
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“...you sort o f sat there thinking, you know what, I  haven’t really got that much o f  
a bad issue really compared to the people around me. That in itself helps you to 
immediately feel better... ” (Emma: Pg.8, L294-297)
Guidance
Two elements were identified within the sub-themes of guidance and these were 
giving guidance and receiving guidance. The benefits of giving guidance appeared 
to be two fold with it not only helping the person that it was given to but also 
providing the person with an opportunity to reflect on the progress that they had 
made.
“...you can hear other people’s difficulties and you my say well this is what I  did to 
you know overcome that... ” (Kim: Pg. 5, L176-178)
Receiving guidance was identified as a significant benefit to attending the booster 
sessions by a number of the participants. It appeared particularly helpful at times 
of crisis.
“And i f  something does get out o f hand during that period other suggestions can be 
made.” (Paul:Pg. 6 ,L I82-183)
Contact
Remaining in contact was highlighted as a benefit of attending the booster sessions 
and centred mainly on remaining in contact with the psychology service. This 
contact seemed to reassure participants that if they should need support that they 
had access to it.
“There is a slight sort o f reassurance in your head, you have got this contact and 
you can get help i f  you need it. ” (Rob: Pg.7, L245-247)
Supportive relationships
The booster sessions seemed to provide participants with the opportunity to build 
supportive and confiding relationships, which was often something that away from 
the group they felt was lacking from their lives.
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“I  never get that sort ofjudgement, condescending comment from any person in the 
group, fo r me that makes me feel safe to come here and speak openly and honestly, 
whereas with the people that are supposed to love you the most and be supportive 
o f you the most and aren’t always the above... ” (Emma: Pg. 10, L355-
359)
Discussion
This study identified four major themes which were, choice to attend, likes, 
dislikes and group gains. Two themes, dislikes and group gains, have been 
discussed within the analysis section.
Findings
The analysis of service-user’s views on the HCBT booster sessions sheds some 
light on the use and role that booster sessions may play in the recovery of people 
with mental health difficulties. Reflections seemed to indicate that booster sessions 
played an important part in maintaining and promoting treatment induced changed 
which is consistent with the findings of previous research in to the effectiveness of 
booster sessions in maintaining change (Whisman, 1990; Connors & Walitzer, 
2001 and Braukhaus et al., 2003). Specifically, this study found that participants 
used booster sessions as a prompt to review the changes that they had made and to 
refocus on the changes that they needed to work on over the coming months.
It is not possible to say whether or not booster sessions reduce relapse or not but 
the finding that participants used booster sessions for guidance, especially at times 
of crisis suggests that participants view booster sessions as important in reducing 
the risk of relapse and challenges the finding of Baker & Wilson (1985) who found 
that booster sessions were not effective in preventing relapse. Further research on 
this area is needed and could be done by looking at re-referral rates and post group 
attendance questionnaire scores.
The theme of group gains also suggests that participants benefit in a number of 
ways from attending booster sessions, such as the opportunity to form confiding 
relationships which has been found to be a protective factor in studies of 
depression (Brown & Harris, 1978).
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Limitations
The exploratory nature of this study meant that a qualitative research methodology 
was appropriate however thematic analysis has no status as an analytic method 
(Braun & Clark, 2006). Nevertheless, the aim of this study was to collect rich in 
depth data on a topic where views were unknown and thematic analysis offered a 
flexible approach that could achieve these aims. Furthermore, despite the attempts 
of the researcher to be objective, the method of analysis has the potential for the 
researcher’s own interpretations to have influenced the results. Finally, due to the 
veiy specific nature of this study and the subsequently small and selectively 
defined group of participants, the generalisability of the study is limited.
Recommendations
The theme of dislikes highlights some important issues for both the psychology 
service and other services to consider in the running of booster sessions. Group 
size and time and space constraints were identified as factors with the possibility to 
limit the effectiveness of the booster sessions for participants. Therefore the main 
recommendation of this study is that the psychology service split the current 
booster sessions in half and run two sessions for half the length of time of the 
current booster sessions. This would therefore require no additional staff time or 
resources.
The results of this study and additional recommendations are scheduled to be 
feedback to the psychology service at the September team meeting.
Conclusion
This study has identified that participants view booster sessions as an important 
component in their recovery. The number of group gains indicates that participants 
not only receive psychological input at booster sessions but also important 
relationship and life skills. The identified dislikes can be used to inform decision 
making around the structure and future of the HCBT booster sessions.
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Appendix 1-Information Sheet for Participants
Research title: An Evaluation of the Booster Session Component of the Mind 
Over Mood / Heterogeneous GET group
I would like to invite you to take part in a research study. Before you decide, you 
need to know why the research is being done and what taking part would involve. 
Please take the time to read this information, and ask any questions you might have 
about the research.
The aim of the research
This research will look at the views of people who have attended the intensive 
stage of the Mind Over Mood group and who have since attended the booster 
sessions. The aim is to explore the reasons and motivations for attending the 
booster sessions, the usefulness of the sessions and what, if any, changes people 
would make to the booster component of the group. Taking part in this study will 
give you the opportunity to give feedback on the booster sessions, which may be 
used to make changes to the way the booster sessions are run in the future.
What will participating in the research involve?
You will be invited to attend a Focus Group, which will last approximately one 
hour and will have a maximum of six people in the group. The time of this Focus 
Group will depend on the general preference of the participants but will be held at
The _______  Unit. I will be present and my role will be to ask a series
of set questions to the group. I will ask participants to describe their reasons for 
attending the booster sessions, whether or not they find the booster sessions useful 
and what changes they would make, if any, to the way the sessions are run. All 
members of the Focus Group will sign confidentiality agreements to say that 
whatever is discussed within the Focus Group is not spoken about outside of the 
session.
The Focus Group will be video recorded to allow for the feedback to be transcribed 
and then analysed. All personal identifiable information will be removed from the 
transcript so that feedback to the Psychology Service will be anonymous. The 
video tape will then be destroyed in accordance with the Data Protection Act.
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Writing up the research
A write up of the research project and a copy of the anonymous transcript will be 
seen by some of the University of Surrey’s tutors and will be kept for a period of 
three years in securely locked premises before being destroyed. A copy will also 
be given to the Psychology Service for their information and will be stored 
securely until being destroyed.
Your rights as a participant
It is your choice if you wish to take part in the research. If you give your consent 
to participate, you can withdraw it at any time without giving a reason and any 
information you have given will be excluded from the research project and 
destroyed. This will have no impact on your future treatment. Your attendance at 
the Focus Group will be strictly confidential, which means that only I will be aware 
of your attendance at the Focus group and that none of the psychologists involved 
in running the Mind Over Mood group or booster sessions will have any 
knowledge of whether you attended or not, unless you choose to discuss this with 
them. Your decision to give feedback or not will have absolutely uo effect ou 
your future treatment.
In the meantime. If you require any further information, you can contact me 
( , Trainee Clinical Psychologist) on (Thursdays only).
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Appendix 2-Consent Form
I understand that _____________ , Trainee Clinical Psychologist, would like my
permission to use information about me to complete a qualitative research project 
(audio and video tape).
I have been given an information sheet which I understood.
I understand that the work will not contain any information that would reveal my 
personal identity.
I understand that a write up of the research project and a copy of the anonymous 
transcript will be seen by some of the University of Surrey’s tutors, as well as 
members of the Psychology Service.
I understand that the assignment (and material relating to it) are kept in securely 
locked premises and are not available for public access or publication and are not 
kept in the University library. Assignments are destroyed by the University three 
years after the trainee has successfully completed the training course. If  the trainee 
keeps copies of the assignments, she must keep them securely in accordance with 
the British Psychological Society’s Professional Practice Guidelines and the Data 
Protection Act. Copies kept by the Psychology Service will be stored securely 
until being destroyed.
I understand that I do not have to allow information about me to be used in this 
way. I can change my mind and refuse my consent at any stage and request for my 
data to be destroyed.
Participant’s name__________________ ___________________________________
Participant’s signature______________;____________________________________
Date:
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Appendix 3-Background Information Questionnaire 
(based on handout by Adrian Covle. 20081
To begin, Td like to get some basic information about you (such as your age, 
education and occupation). The reason that I’d like this information is so that I can 
show those who read my research report that I managed to obtain the views of a 
cross-section of people. The information that you give will never be used to 
identify you in anyway because this research is entirely confidential. However, if 
you don’t want to answer some of these questions, please don’t feel that you have 
to.
1. Are you (tick appropriate)
Male  Female___
2. How old are you? ( ) years
3. How would you describe your ethnic origins?"^
Choose one section from (a) to (e) and then tick the appropriate category to 
indicate your ethnic background.
a) White
British
Irish
Any other White background, please write in below
b) Mixed
White and Black Caribbean
White and Black African 
White and Asian
Any other mixed background, please write in below
c) Asian or Asian British
Indian
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Pakistani
Bangladeshi
Any other Asian background
d) Black or Black British
Caribbean
African
Any other background
Chinese or other ethnic group
(e) Chinese or Other ethnic group
Chinese 
Any other, please write below
4. What is your highest educational qualification? 
(tick the appropriate answer)
None __
GCSE(s)/0-Level(s)/CSE(s) ___
A-Level(s)/AS-Level(s) ___
Diploma (HND, SRN, etc.) ___
Degree ___
Postgraduate degree/diploma ___
5. What is your current occupation (or, if you are no longer working, what was 
your last occupation?)
6. What is your current legal marital status? 
(tick the appropriate answer)
Single
Married
Civil partnership 
Divorced/separated
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Widowed ___ _
7. Do you have any children?
(tick the appropriate answer)
Y es_______ (go to part b) No___(end of questionnaire: thank you)
b) How many children do you have?
( )
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Appendix4-Interview schedule for focus group
1) Can you tell me about why you initially chose to attend the Mind Over 
Mood Group?
Prompt: Can you tell me if you thought about the booster component of the Mind 
Over Mood group when making your initial decision to attend the group?
2) Can you tell me about your reasons for attending the booster sessions?
3) What do you think about the rule that if you do not attend for two 
consecutive booster sessions, then you will be discharged?
4) Can you tell me about what you like, if  anything, about the way the Mind 
Over Mood Booster sessions are run?
5) Can you tell me what you dislike, if anything, about the way the Mind 
Over Mood sessions are run?
6) Do you think attendance should be open ended or time limited?
Prompt: Why do you think this?
7) Would you prefer to have larger groups lasting longer or smaller groups 
which last half the time?
Prompts: Why do you think this?
Can you tell me more about why you think this
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Appendix 5-Excerpt from transcript of focus group
INTERVIEWER; So can you tell me what you like, if anything, about the way the 
Mind Over mood booster sessions are run?
JAKE; Uhh, two words that Emma used, is it Emma
EMMA: yeah, Emma will do fine,
JAKE: Umn, I think we all used the word empathy and I think safe is the other 
word uhh for me. The biggest thing is I actually find the booster sessions not 
terribly constructive as far as contents concerned other than listening to those 
people that choose to be articulate on that day and some people are better at that 
than others.
PAUL: Or need to be articulate on that day there is a.
JAKE: Or need to be articulate on that day so and I think umn as I mentioned I 
remember specifically when all these people were here and I think Emma was here 
as well I was saying about the young lady who who had her own problems and she 
was also living in a block of flats and she had seen a uhh uhh some guy who had 
sexually abused her in the hospital here and I think you were here that day. 
Anyway, I just find that for me the main thing is just the fact that your in a safe 
environment and everybody’s problem is so completely different to mine umn but 
hey its a problem and it gives me some, it like when your bringing up kids you 
need to know other parents so that you all realise that yeah they all have tantrums 
and they all do this and they all do that so this is the same thing really, this is a 
mechanism that gives you gives you some strength to just keep going so that’s 
what I like about it.
INTERVIEWER: And and how do you think the the safety is kind of facilitated 
through the group, how do they manage to make it feel safe for you?
JAKE: Just, just the fact that your with like like minded people that all have 
problems and that don’t judge you in anyway, umn, unfortunately when I go on a 
booster session I you know these three they know each other, I never see anybody
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from my group and I, I kind of think it would be nice if we were somehow offered 
initially to go with the same group, I mean we only had six on my group it was 
terrific, it was terrific. I am sure each one of us thought we didn’t have a major 
problem but that everybody else thought the other fives problems were “wow how 
do you handle that” umn, and they were veiy diverse but umn although lots of 
people umn I think very few people tend to speak in the booster groups I’ve been to 
uhh, I find that quite often its only two or three people who really then you get a 
few people participating in that persons problem and I understand that that’s good 
for them but some of us, like me. And in a group that big I wouldn’t chirp up even 
if I had a problem anyway
INTERVIEWER: Ok.
PAUL: That, that is something that a lot of people have commented on, the size of 
the groups because it it is can be more intimidating than just the group of eight, a 
lot more intimidating.
INTERVIEWER: So that that’s something you don’t like about it?
ROB: I think that’s definitely a big issue, the number.
KIM: The size of the groups.
ROB: I mean it was quite amusing because before had we had come to our first 
booster session.
PAUL: Yeah.
ROB: We were told that oh sometimes only three or four people turn up and the 
first one that I came to there was about sixteen and the one after that there was 
twenty two and then we had to move to a bigger room.
Laughter
EMMA: Yeah, that’s right.
Volume 1 148
ROB: So the numbers is an issue umn I think a lot of people are more reluctant to 
speak at such a large amount of mostly strangers.
PAUL: Yeah.
INTERVIEWER: And is that the case for you?
ROB: Yeah, yeah, I’m not that keen on talking anyway.
Couple of people lightly laugh
ROB: So, umn uhh a big group I’m less liable to say anything.
EMMA: The strong silent type.
ROB: Oh, I don’t know about the strong.
EMMA: laughs
ROB: But yeah, no, no I’d prefer a smaller smaller group.
INTERVIEWER: So would you prefer to have larger groups that lasted longer or 
smaller groups that lasted for a shorter amount of time?
JAKE: The second one.
INTERVIEWER: And can you say why you think that?
JAKE: Just, just for the reason that Rob just said and that I mentioned before, that 
basically if if your somebody that doesn’t want to talk in large groups you don’t 
want to talk in large groups so it can be for ten minutes, half an hour or one hour 
and you just just don’t do any talking.
INTERVIEWER: Ok.
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JAKE: It’s great because you, you do empathise with all the other people and you 
do realise that there is a lot of people out there and that in its self is some kind of 
input but to actually make more constructive for myself smaller groups for a 
shorter period would be great.
INTERVIEWER: Ok.
JAKE: Almost, almost focus group style in fact, where there is a tendency to say 
well, because, you do definitely. I’ve been to a couple of booster groups where 
literally one or two people have really been the only ones speaking and 11 am sorry 
they had every right to be speaking and umn that’s not quite so good for other 
people that’s all.
INTERVIEWER: Ok. What about everybody else?
EMMA: Is does make sense in terms of a block of time because they do tend to be 
for is it two and half hours, I can’t remember the start and finish times now.
ROB: Half one, half one till four, isn’t it I think, is that right?
EMMA: Yeah, yeah with a break in between.
ROB: Yeah.
EMMA: And based on the fact that there is such a large group of people, lets say 
hypothetically everybody wanted to speak on that day there is no way you are 
going to do that in that block of time. That’s crazy, there’s no way that’s going to 
happen and as pointed out perhaps people don’t want to speak in a big group, their 
happy in a small group and if that’s what’s going to come out of this evaluation 
then maybe that’s something that the department can look in to. Probably having 
more booster sessions and probably pin pointing probably like fi*om the actual 
therapy group itself initially, well these are the ones that went to this one, lets 
invite these on this day and etcetera with different groups so that you felt more 
comfortable with faces that you knew as well.
JAKE: Oh yeah, I think that would be nice.
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EMMA: And then because you sort of get a rapport with those particular faces 
you’ve already gone through all your issues you know from like the real core and 
the real bone right this is why we are in the session and you each of you had your 
turn speaking in depth and then if you met up again it would be a case of well this 
has happened since we last met, rather than having to really go through it all again 
so the people in the room that don’t know you or know anything about you you 
find that you have to be duplicating yourself so people that aren’t familiar with 
your issue are like you know “ok your doing better now, how bad were you 
before?” or maybe who knows, maybe they don’t want to hear it, maybe that 
depresses them too much to hear somebody else’s issues particularly if they had a 
hard time even getting out of the front door to get to the booster session in the first 
place. The very first one I attended umn there was a young lad who you know, he 
was saying well it was a really hard job for me to actually get out the front door to 
even be here and then to have a big group, I mean I don’t know how much 
daunting that must have been for him as an individual but I think it does make 
definitely common sense in terms of the time to make the groups smaller if not 
make the time longer cause I’ve noticed as well they will always, cause you each 
say your name and say why your here briefly, not everybody understands what the 
word brief means or they take it to another level all together, they’re say their name 
and then they go off in to one. I’m not saying that’s a fault, probably they just feel 
in the flow and they probably think right. I’m alright to talk now so I’m going to 
keep talking but it is really meant to be a quick five minute introduction so that 
everybody in the room can say something and I actually hear voices saying, “well 
well I’m aware of the time and we need to move on and the time and we need to 
move on”, that must be such a horrible pressure to put on a person who’s probably 
found it hard to even come out the front door, once they do start speaking to then 
be told “oh well I’m aware of the time, we need to move on, perhaps you can look 
back at, you know some of your umn”. I’ve forgot what they are called now, those 
tasks sheets.
KIM: Thought records.
EMMA: Though records, thank you, perhaps you could try your thought record 
perhaps and it s almost a sort of indirect dismissive way of saying “shut up”, 
(laughs) which can’t be very nice for the person that’s found it in them to actually
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open up, start speaking and then be told “oh perhaps you could do this and lets 
move on”. Its.
JAKE: The thing is three hours with a break for twenty people, an hour and a half, 
no break for ten would be cool so there’s no differences in input, we just come in 
two sections.
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Appendix 6-Table of master themes and sub-themes with extract quotes
l)Choice to attend
Experience and 
knowledge
“ ...I had had experience of groups and 
experience of one to one...”
Paul
Pg. LL34-35
Waiting time “Well the choices were you could wait 
three years to see someone on an 
individual basis or if you agreed to go 
in to the group thing it was obviously a 
lot quicker to get in to ...”
Rob
Pg. 1,L15-17
Need for treatment “ ...I was desperate to feel well 
again...”
Kim Pg. 3, 
L78
Personal
preference
• Reluctance
• Keenness
“...I didn’t want to do a group...” 
“ ...I had a preference for the group.”
Rob
Pg. 2, L39-40 
Paul
Pg. l,L35-36
Awareness of 
boosters
• Aware
• Unaware
“ ...I was aware of it from the early 
stage about the booster groups, umn, 
but it wouldn’t have influenced my 
decision.”
“I am not sure if I was aware of booster 
groups or not..
Paul
Pg. 4, L 125- 
126
Kim
Pg.3L107
Commitments “I sometimes travel abroad and umn 
Muphy’s Law says I’ll travel abroad 
when there is a booster session...”
Jake
Pg. 11,L391- 
392
Recommendation “I was put on to it by the psychiatrist I 
was seeing. So umn after a few 
sessions with her she sort of thought it 
may be a good good idea for m e...”
Rob
Pg. l,L5-8
Availability of 
options
“ . ..I don’t think one to one was really 
mentioned or was an option...”
Jake
Pg. 2, L 62-63
2) Likes
Availability “And then it is bonus having the 
booster groups”
Kim Pg. 4, 
L130
Continuity of staff “I f  s nice to see the psychologists that 
you know as well...”
Kim Pg. 20, 
L724
Safe environment “Anyway, I just find that for me the 
main thing is just the fact that your in a 
safe environment...”
Jake
Pg. 13, L475-
476
Attention of 
psychologists
“Cause one of the impressive things 
that, I I’ve found over the intensive 
period as well was that they did after a 
fairly short period of time have an idea 
about everybody individually.”
Paul
Pg. 18, L 681- 
683
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Commonalities 
between attendees
• Problems
• Way of 
thinking
“Just, just the fact that your with 
likeminded people that all have 
problems and that don’t judge you in 
anyway...”
“People that come to boosters have all 
been through the cognitive therapy 
behaviour so therefore they have an 
understanding of the, the thought 
plans...
Jake
Pg. 13,L486- 
487
Emma
Pg. 9, L334-336
Flexibility “And the booster groups are, are 
optional anyway... ”
Paul Pg. 5, 
L161
3) Dislikes
Group size
• Speaking
• Continuity 
of
attendees
“.. .people don’t want to speak in a big 
group...”
“ ...I never see anybody from my group 
and I , I kind of think it would be nice 
if we were somehow offered initially to 
go with the same group...”
Emma
Pg. 15, L555- 
556
Jake
Pg. 13, L488- 
490
Constraints
• Time
• Space
“...I actually hear voices saying, “well 
well I’m aware of the time and we need 
to move on and the time and we need 
to move on...”
“ ...I can remember you coming to one 
that I was on and you could hardly find 
a seat, (points to comer) stuck over 
there or something like that.”
Emma
Pg. 16, L588- 
589
Jake
Pg. 18, L 667- 
668
Access to 
amenities
“Somewhere to park the car would be 
good”
Jake Pg. 23, 
L853
Decision process “...I can understand why certain people 
will want to time limit it but they 
wouldn’t be people I suspect who are 
looking at therapeutic advantage.”
Paul
Pg. 22, L 805- 
807
Rules
• Discharge
• Time 
limited
“...I think it is a bit severe actually, 
umn, because I am sure everyone has 
busy lives.”
“...if  your told alright you’ve got so 
many session then you’ve got to stop 
that it self can cause anxiety and new 
anxiety for people that are already 
anxious or depressed...
Jake
Pg. 11,L390 
Kim
Pg. 22, L820- 
822
Emma
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• 1:1 ruled “Actually I think my own criticism Pg.21,L759-
out would be is is if people don’t want to 761
do group therapy and then their going
to be taken off the record...”
4) Group gains
Evaluation
• What’s 
happened
• What’s 
next
“I use it as uhh an opportunity to catch 
up with what I have been doing the last 
few months and take stock of it”
“ ...It also keeps the momentum going 
because a lot of the stuff that we have 
to assimilate umn takes a lot of practice 
and you know you can go off the boil 
and you have to keep at it...”
Paul
Pg. 4,L139-141 
Paul
Pg. 4,L141-143
Listening and 
comparison to 
others
“.. .you sort of sat there thinking, you 
know what, I haven’t really got that 
much of a bad issue really compared to 
the people around me. That in itself 
helps you to immediately feel better...”
Emma
Pg. 8, L294-297
Guidance
• Giving
• Receiving
“ . ..you can hear how other people’s 
have difficulties and you may say “well 
this is what I did to overcome that”. ..
“ .. .discuss that uhh, those with other 
people and talk to the psychologists 
about it for more input and umn 
support...”
Kim
Pg. 5,L176-178 
Paul
Pg. 5,L151-153
Contact
• Psycholog 
y Service
• People
“.. .but there is a slight sort of 
reassurance in your head you, you have 
got this contact and you can get help if 
you need it.”
“ . ..it is nice to catch up with people 
that were on your group originally and 
see how they are doing.”
Rob
Pg. 7, L245-247 
Rob
Pg. 7. L229-230
Supportive
relationships
“I’ve made excellent friends from the 
group...”
Emma 
Pg. 10, L365
Personal
improvement
“ ...I just feel that more confident...” Emma 
Pg. 10, L341
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Proof of Feedback of SRRP to Service
Surrey and Borders Partnership
NHS Foundation Trust
Glenthorne - Speithorne Community Mental Health Team 
33 Rookery Road - Staines - Middlesex - TVV18 1BT 
Telephone: 01784 440204 - Facsimile: 01784 449550
NHS
Our ref; WF/
4 September 2008
To Whom It May Concern
This is to confirm that Charloüe Keppel conducted a Service Related 
Research Project, titled 'An evaluation of the booster session component of 
the heterogeneous cognitive behavioural therapy (HCBT) group and
presented the very helpful findings to the clinicians involved in the service.
Win Fleming
Consultant Clinical Psychologist (Placement Supervisor)
Hampshir 
C ounty  
Council SURREYC O U N T Y  C O U N C IL
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‘Exploring trainees’ perceptions o f pregnancy and motherhood 
during clinical psychology training, focusing particularly on 
whether there is a right time to have a baby”
Qualitative Research Project
June 2008
Year 1
Volume 1 157
This study adopted a qualitative methodology to explore trainees’ perceptions of 
pregnancy and motherhood during clinical psychology training. Due to the specific 
nature of the research question, the five participants that took part in this study 
were current first year clinical psychology trainees from the University of Surrey. 
Participants each took part in a semi-structured interview which was subsequently 
transcribed and analysed using interpretive phenomenological analysis as outlined 
by Smith (2003). An interdependent matrix of themes emerged from the analysis 
consisting of four super-ordinate themes: ‘coping with the course and life’, 
‘searching for stability’, ‘is it the right time?’ and ‘juggling identity and role’ and 
several related cluster themes. The results highlight trainees’ perceptions of the 
factors influencing their decisions to become mothers during training. This study 
has potential implications for the course as to how they approach this issue in the 
future.
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Research Log Checklist
Volume 1 1-
Research Log Checklist
1 Formulating and testing hypotheses and research questions V
2 Carrying out a structured literature search using information 
technology and literature search tools
V
3 Critically reviewing relevant literature and evaluating research 
methods
V
4 Formulating specific research questions V
5 Writing brief research proposals V
6 Writing detailed research proposals/protocols V
7 Considering issues related to ethical practice in research, including 
issues of diversity, and structuring plans accordingly
V
8 Obtaining approval from a research ethics committee V
9 Obtaining appropriate supervision for research V
10 Obtaining appropriate collaboration for research V
11 Collecting data from research participants V
12 Choosing appropriate design for research questions V
13 Writing patient information and consent forms V
14 Devising and administering questionnaires V
15 Negotiating access to study participants in applied NHS settings V
16 Setting up a data file V
17 Conducting statistical data analysis using SPSS V
18 Choosing appropriate statistical analyses V
19 Preparing quantitative data for analysis V
20 Choosing appropriate quantitative data analysis V
21 Summarising results in figures and tables V
22 Conducting semi-structured interviews V
23 Transcribing and analysing interview data using qualitative methods V
24 Choosing appropriate qualitative analyses V
25 Interpreting results from quantitative and qualitative data analysis V
26 Presenting research findings in a variety of contexts V
27 Producing a written report on a research project V
28 Defending own research decisions and analyses V
29 Submitting research reports for publication in peer-reviewed 
journals or edited book
X
30 Applying research findings to clinical practice V
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Volume 1 16
To what extent is membership of an ethnic minority group (in 
UK) influential in the process of diagnosis and treatment of 
people experiencing psychosis.”
Adult Mental Health Essay
December 2007
Year 1
Volume 1 162
Introduction
Why would it be important to focus on the influence of ethnicity and mental health 
services as an essay title? One reason is because Britain is becoming an 
increasingly multicultural society with reported figures that there are 6.4 million 
people from an ethnic minority living in Britain. That approximates to about 1 in 8 
of the UK population (National Institute for Mental Health in England (NIMHE),
2003). A second reason is due to inequalities in mental health services for ethnic 
minorities, which has been a key concern of the government recently and has 
resulted in action plans to reform mental health services in delivering race equality, 
e.g. (Inside Outside, Improving Mental Health Services for Black and Minority 
Ethnic Communities, NIMHE, 2003 and Delivering Race Equality in Mental 
Health Care, Department of Health (DOH), 2005). These factors combined with 
my decision to choose the topic in which I have the least knowledge and therefore 
the one with the greatest learning potential have influenced this essay choice.
There are many definitions of “ethnicity”, all of which vary considerably. The 
reason for this is that ethnicity is a socially constructed category not based on any 
objectively measurable criteria (Fought, 2006). Inconsistencies in the use of the 
term result because individuals and groups place emphasis on different factors such 
as ancestiy, geographical origins, nationality, country of birth, language, or 
physical characteristics such as skin colour (Office for National Statistics, 2006).
Ethnicity is used as an identifying characteristic to distinguish groups from the 
surrounding community. The legal definition of an ethnic group states that “an 
ethnic group is one which regards itself or is regarded by others as a distinct 
community by virtue of historical and cultural characteristics” (Office for National 
Statistics, 2006) Therefore an “ethnic minority group” is any group which is 
distinctly different by historical and cultural characteristics from the majority of the 
community. An ethnic minority group in the UK can be defined as, “all subgroups 
of the population not indigenous to the UK, who hold cultural traditions and values 
derived, at least in part from their countries of origin” (Bhugra & Bahl, 1999, p.4).
Within this essay I will firstly look at the process of diagnosis. More specifically I 
will look at whether ethnicity influences the three components in the diagnosis 
process which are; access to services, the pathway to services and the diagnosis 
itself. I will then move on to explore if any influences of ethnicity exist on the 
process of treatment. I will be focusing on in-patient, pharmacology and
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psychotherapy treatments. Following this I will conclude whether ethnicity 
influences the process of diagnosis and treatment and make any resulting 
recommendations. I will end with reflections on the implications for my future 
practice and on the process of writing this essay.
I have decided to focus upon one ethnic minority group within the UK. This is 
because I believe that the influence of ethnicity on the process of diagnosis and 
treatment for each ethnic minority group may differ and so that I can explore any 
possible influences of ethnicity in greater detail. I have chosen to focus on the 
ethnic minority group of African Caribbeans due to evidence that this group has 
been found to be particularly disadvantaged in terms of mental health services 
(DOH, 2004). The 2001 Census, defined an African Caribbean as “a person bom 
in the Caribbean, or whose family originated there” and found that 1% of the UK 
population define themselves as being of African Caribbean descent (Office of 
National Statistics, 2001, cited by NIMHE, 2004). The high prevalence of 
psychosis in the African Caribbean population in the UK has been well researched. 
A recent study by Fearon et a l (2006) found the incidence rate of psychosis in 
white British people to be 20.2 compared with 140.8 per 10 000 persons per year 
for African Caribbeans living in the UK. The rates for people experiencing 
psychosis have been found to be lower in Trinidad and Jamaica which has led to 
suggestions that the increased rates for African Caribbeans in the UK is a result of 
misdiagnosis (Nazroo, 1997). Given these findings, it seems relevant to focus on 
Afi*ican Caribbeans experiencing psychosis and to explore whether their ethnicity 
is influencing the process of diagnosis and treatment.
There are many definitions of psychosis but none of which have been universally 
accepted (American Psychiatric Association (A?A), 1994). Most commonly, 
psychosis is defined as the presence of delusions and hallucinations. Psychosis is 
not classified as a specific mental illness in either DSM-1V(APA, 1994) or ICD-10 
(World Health Organisation, 1992) but the term “psychosis” and “psychotic 
disorder” are used to refer to a number of disorders which are characterised by the 
presence of psychotic symptoms (hallucinations and delusions), such as 
schizophrenia, schizoaffective disorder, and delusional disorder.
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Process of Diagnosis
Diagnosis can be defined as “the identification of a disease by means of a patient’s 
symptoms” (Tulloch, 1997, p.399). The process of diagnosis requires the patient to 
have accessed a health service and usually occurs at first onset of an illness or 
episode. For many people, GPs are the first health professional that they come in 
to contact with, who may make a diagnosis or refer them to a specialist for a 
diagnosis. In my experience, GPs will almost certainly refer someone presenting 
with psychosis to a psychiatrist for assessment, diagnosis and management of 
treatment.
Access to services
As mentioned above, a patient needs to have accessed a service before the process 
of diagnosis can occur. Access to services is a topic that has been of much interest 
recently and is a major theme in The National Service Framework (DOH, 1999). I 
therefore wondered whether ethnicity influences access to services. Morgan et al. 
(2006) conducted a study comparing the duration of untreated psychosis (DUP) 
prior to first contact with services and found no evidence that this is any longer for 
African Caribbeans. Therefore, in terms of access to services and access to getting 
a diagnosis, there does not appear to be any influence of ethnicity.
Pathwav to services
As well as access to services, the pathway in which clients access services is 
important as this will affect the process of diagnosis and treatment. Cole et al. 
(1995) found that ethnicity was not a significant factor in the nature of the pathway 
to care for service users with first onset psychosis. However, Morgan et al. 
(2005b) conducted a similar study using a larger sample size and found that only 
26% of African Caribbean service users with first episode psychosis were referred 
by their GP compared with 42% of white British service users. This was despite, 
95% of both ethnic groups being registered with a GP. Furthermore, the finding 
that only 12% of the white British service users were referred via a criminal justice 
agency compared with 33 % of the African Caribbean service users shows that the 
pathway to care is significantly different dependent on ethnicity (Morgan et al, 
2005a). There are a couple of factors that may explain why the pathway to care is 
different for African Caribbeans and I will explore these in more detail.
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The first factor is the influence of ethnicity on help seeking behaviour which in 
turn may affect the pathway to care and process of diagnosis. Morgan et al. 
(2005b) found that African Caribbean family and friends were more likely to seek 
help from the Police than white British family and friends. A possible explanation 
for this is the finding that African Caribbean communities stigmatise mental illness 
more heavily than other ethnic groups (Wolff et al., 1996 a,b). This may result in 
the family and friends’ waiting until a crisis develops, which is then likely to 
increase the need for police involvement.
Fear of stigmatisation may also explain the lack of help seeking initiated by the 
person with psychosis. Morgan et al. (2005a) found that 24% of African 
Caribbeans sought help themselves compared with 40% of white British service 
users. Stigmatisation may be one explanation, but as far as I have been able to find 
there is no research that has used a methodology in which African Caribbeans have 
actually been asked about the issue of help seeking behaviour. There appears a 
need for some research in this area and only when this has been conducted can any 
useful work be undertaken on improving the pathway to care for African 
Caribbeans.
The second factor in the influence of ethnicity on pathway to care are the many 
findings that ethnic minorities living in the UK experience high levels of social and 
material deprivation when compared with the white British population (NIMHE,
2003). Morgan et al. (2005a) compared the socio- demographic characteristics of 
people referred with first episode psychosis by ethnicity. Focusing on the African 
Caribbean findings, they were significantly more likely to be unemployed, living 
alone and less likely to be educated beyond school level than white British service 
users. The finding that African Caribbeans are more likely to live alone and be 
unemployed perhaps explains the lack of help seeking behaviours by themselves 
and families and friends. In my experience, when a person first experiences 
symptoms of psychosis, it is usually the people around them that are first aware of 
the changes taking place within the person. Socially isolated people will 
consequently have a greater risk of not having people around them to notice these 
changes or to encourage them to access services or seek help themselves. If  help is 
not sought at the onset of the illness, it often results in a crisis situation which is 
more likely to then involve the Police or a criminal justice agency.
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These findings not only provide a possible explanation as to why African 
Caribbeans have a more negative pathway to care but also perhaps an insight in to 
a potential cause of the increased prevalence of psychosis in this ethnic group.
Although this essay is not particularly concerned with the causes of psychosis, I 
think is important to mention that ethnicity may well be a factor. The Stress 
Vulnerability Model proposes that everyone has some vulnerability and that under 
suitable circumstances will be expressed through an episode of psychosis (Zubin &
Spring, 1977). Vulnerabilities can be as a result of genetic, biological, 
psychological or social factors (Freeman & Garety, 2002). In the case of African 
Caribbeans within the UK they are more vulnerable as a result of social factors, 
such as social exclusion and unemployment, but also at risk of increased stress as a 
consequence of these factors. Therefore ethnicity may not only be an influence in 
processes that occur after the onset of psychosis but also instrumental in increasing 
the risk of African Caribbeans experiencing psychosis in the first place.
Biases in diagnosis
So far I have looked at access and pathways to services as these are the processes 
to getting a diagnosis but I will end this section by focusing on the actual stage of 
diagnosis. There have been suggestions that the increased incidence of psychosis 
in the African Caribbean population living in the UK is due to British psychiatrist’s 
not being familiar with Caribbean beliefs, and that the presentation of African 
Caribbeans with psychosis is different to that of white British service users and 
therefore that British psychiatrists may be misdiagnosing psychosis in African 
Caribbeans (Sharpley et al., 2001). British psychiatrist’s use the presence of 
hallucinations as a diagnostic indicator as to whether a person is psychotic 
(American Psychiatric Association, 1994), however, in many non-Westem 
societies the presence of hallucinations is seen in a more positive way and not 
necessarily as an indicator of mental illness (Sharpley et al,. 2001). It is unlikely 
that increased reporting of hallucinatory experiences by African Caribbeans fully 
accounts for the high rates of psychosis within this group although it may partially 
explain the lack of help seeking behaviour in this ethnic group.
In a comparison of diagnoses made by British and African Caribbean psychiatrists, 
the British psychiatrists diagnosed 55% of the service users to have schizophrenia 
and the African Caribbean psychiatrist diagnosed 52%. However, both psychiatiy 
groups only agreed in 55% of the cases (Hickling et al., 1999). It is not possible to
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say if the lack of agreement is due to the British psychiatrists misdiagnosing 
African Caribbean service users due to a different presentation or because of racial 
biases. It does show that diagnosis of schizophrenia and probably all psychosis 
based illness is not an easy or reliable process.
There is not enough space within this essay to further explore the difficulty of 
diagnosing psychosis, but what is relevant is the question of whether the ethnicity 
of a patient does bias the process of diagnosis? It is an impossible question to 
answer with any certainty, as I believe that people are generally unaware of when 
their prejudiced views are biasing their thinking. Evidence that racism can occur 
within the process of diagnosis has been show in a number of studies (Read et al,.
2004). An example of such a study is that of Strakowski et al. (1995) who 
compared the diagnoses of white and black service users with similar symptom 
presentation and found that the black service users were significantly more likely to 
be diagnosed with schizophrenia.
Ethnicity appears to have a negative influence on the pathway to care and can 
result in diagnoses that are biased by racial views. I am disappointed by the 
findings and hope that it is less of an influence on treatment.
Process of Treatment
There are a number of treatments for people experiencing psychosis, the 
effectiveness and appropriateness of the treatment depends upon the type of 
psychosis. This section will look at the influence of ethnicity on inpatient, 
pharmacology, and psychotherapy treatments as these are the most typical 
treatments for psychosis within the NHS.
In-patient treatment
As discussed previously, African Caribbeans were more likely to be referred via a 
criminal justice agency. It is therefore not surprising that African Caribbeans are 
also more likely to be compulsorily detained on an in-patient ward than white 
British service users. In particular, African Caribbean males were found to be 3.5 
times more likely to be compulsorily admitted compared with white British males 
(Morgan et al., 2005a). It has been suggested that the referral route to services will 
influence the contact and resulting treatment method. For example, a psychiatrist 
that receives a referral via a criminal justice agency or the Police is likely to have
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the view that the patient is resistant to treatment and may therefore require restraint 
and containment in order for them to be able to provide effective treatment. In 
contrast, a GP referral suggests that a patient is willing and keen for treatment and 
will therefore require a less restrictive form of treatment (Morgan et ah, 2005a).
The increased referral rate for African Caribbeans via a criminal justice agency, 
may explain the increased compulsory admission of this group, however Morgan et 
al. (2005a) found this did not fully account for the difference by ethnicity in 
compulsory admission.
Another explanation that has been proposed for the increased level of compulsory 
admission is that African Caribbeans present more aggressively and violently.
African Caribbeans have been found to be more violent towards others during in­
patient care (Commander e/a/., 1999; Morgan e/cr/., 2005a). In my opinion I think 
African Caribbeans may present as more threatening as the process of accessing 
services is likely to be a more frightening and isolating experience than it is for 
white British service users. In Morgan et al. (2005a) the measure of violence is 
combined with a measure of “perceived risk to others” but the study does not give 
an operational definition of this term. I think that staff could at times be biased 
towards believing that African Caribbeans, and particularly young African 
Caribbean males, are more aggressive and that is affecting their decision regarding 
the method of treatment.
Another explanation is the association that was found between increased 
compulsory admissions and living alone and being unemployed (Morgan et ah,
2005a). These factors are likely to indicate social isolation and the lack of 
significant others to seek help resulting in crisis situations that require an 
intervention if the form of compulsory admission. However, neither this factor nor 
the increased perceived risk have been found to fully account for the excess of 
compulsory admission among African Caribbeans (Morgan et al., 2005a).
Pharmacological treatment
The most commonly used treatment for a person experiencing psychosis is the 
prescription of anti-psychotic medication. In terms of whether ethnicity has any 
influence on this form of treatment, the use of intramuscular medication during the 
first week of treatment has been found to be equal across ethnic groups 
(Commander et ah, 1999). No difference has been found between African
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Caribbeans and white service users in terms of the length of time on antipsychotic 
medication but differences in the prescription of antidepressant medication 
following discharge have been reported with white British service users being more 
likely to have been prescribed them than African Caribbeans (McKenzie et a l,
2001). It is possible that this difference is due to different symptoms being present, 
as 20% of the white British service users were found to have depressed symptoms 
on admission compared with 2.5% of the black group. Alternatively it may be due 
to a difference between ethnic groups in terms of their acceptance of taking 
medications. African Caribbeans were found to be significantly more likely to 
have discontinued medication against clinical advice (Commander et a l, 1999). I 
wonder if beliefs about taking medication differ between the groups or perhaps the 
difference can be explained by the disparity between the groups in terms of socio­
economic factors. As we have discovered African Caribbeans are more likely to be 
unemployed and suffer material deprivation. Concerns about the cost of 
prescriptions may be a factor in why African Caribbeans discontinue medication or 
perhaps decline the offer of additional medications such as antidepressants.
Psvchotherapv
Traditionally the experience of psychosis was thought to not be amenable to a 
talking therapy (Kuipers et a l, 1997), however over recent years there has been a 
proliferation of evidence in to the effectiveness of such therapies for psychosis. In 
particular, psychodynamic, family interventions and cognitive behavioural therapy 
(CBT) have received the most attention and are all included within the NICE 
guidelines for schizophrenia (National Institute for Clinical Excellence (NICE),
2003). I will focus on CBT as it is my experience that this is the most commonly 
offered psychotherapy treatment offered within the NHS and it is the most relevant 
given my current position as a trainee clinical psychologist working predominantly 
within a CBT framework.
African Caribbeans have been found to be less likely to receive psychotherapy 
(McKenzie et a l, 2001). It may be that African Caribbeans are discriminated 
against in terms of being offered psychotherapy; alternatively it may be that 
African Caribbeans are reluctant to receive psychotherapy and therefore decline the 
offer of a referral. I have not been able to find any research investigating the 
reasons for this finding but given the previous finding of racism occurring in 
diagnosis, I think that the former may be the more likely explanation.
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Cognitive behavioural therapy for psychosis
The effectiveness of CBT for psychosis has been shown by a number of 
randomized control trials. An example of such a study is that of Kupiers et al.
(1997), which found improvements in overall symptomatology of people with at 
least one distressing symptom of psychosis that was medication resistant. The 
CBT model proposes that the way in which people interpret events and thoughts, 
affects the way the person feels and behaves (Beck et al., 1979). CBT for 
psychosis works similarly by focusing on the interpretation of the symptoms of 
psychosis and working towards the generation of less distressing explanations for 
their psychotic experiences. The overall aims of the treatment are to reduce the 
distressing experiences of psychosis and to improve the quality of life of the person 
(Read et al., 2004).
Cognitive behavioural therapy is an active and collaborative process between the 
client and therapist. Therefore the first stage of CBT is the process of engagement, 
which involves engagement of the patient with the therapist and engagement of the 
person to the CBT model (Dunn, 2002). The process of engagement can be 
especially difficult with people experiencing psychosis (NICE, 2003). The 
ethnicity of the patient and the therapist can have an influence on the process of 
engagement. Currently, 92% of the Psychology workforce in the UK is white 
(British Psychological Society (BPS), 2007). It is therefore likely that a person 
from an ethnic minority will have a psychologist of a different ethnic background 
to themselves and who is considerably likely to be white British. This is not to say 
that that a client from an ethnic background and a white psychologist can not 
engage well, but it can make the process more difficult if either side finds it 
difficult to relate to the other because of difference in culture and resulting beliefs.
In the case of African Caribbeans, who are likely to have experienced racism, 
social exclusion and material deprivation (NIMHE, 2004) within the UK society, 
they could have feelings of hostility and resentment towards a white therapist and 
believe that they will not be able to fully understand their culture and background.
Poor engagement and increased dropout rates for African Caribbean service users 
having CBT have been found (Rathod et al., 2005).
So does ethnicity have an influence on the effectiveness of CBT as a treatment for 
psychosis? When trying to answer this question I searched for research that has 
explored the effectiveness of CBT for an African Caribbean population but was
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unable to find any. I did find that research had been conducted in to CBT for 
Chinese American (Chen & Devonport, 2005), African American (Carter, 1999) 
and Latino (Organista & Munoz, 1996) populations. Much of this research had 
been conducted in the USA, where similarly to the UK there is a multicultural 
society. I found that the American Psychological Society (1993) had even 
published guidelines for psychologists working with ethnic minorities. The lack of 
UK based research led me to two possible conclusions. The first being that for 
various reasons psychologists in the UK have failed to conduct research in to the 
effectiveness of psychological treatments for ethnic minorities. The second was 
that perhaps the lack of guidelines and research in to this area meant that UK 
practicing psychologists had found psychological treatments, such as CBT, 
applicable and effective in the treatment of ethnic minorities. I therefore thought 
about the processes involved in CBT and how culturally sensitive this therapy is.
CBT for Psychosis proposes that the interpretation of the psychotic experience 
such as an auditory hallucination, combined with the emotional response, will 
determine the behaviour of the person. (Read et ah, 2004) For example, a person 
experiencing psychosis may report a situation where they saw a man in a suit 
which they interpret as “they’re following me and they’re going to hurt me”, which 
results in them feeling scared and paranoid and thus causes avoiding behaviour 
(Read et al., 2004).
The ethnicity and culture of a person will influence their interpretation of a 
situation or experience they will use their experience and belief system to interpret 
the experience. For example, if  someone experiences an auditory hallucination, 
they could interpret it as the Devil, God or a deceased relative trying to 
communicate with them. If the person is an atheist they are unlikely to interpret 
the experience as being God trying to communicate with them.
The distressed caused by their interpretation will also be influenced by the persons 
culture. For example, if a person has a hallucination involving homosexuality, a 
person from a culture that forbids it, is likely to become more distressed than a 
person that comes from a culture that is accepting of homosexuality.
The examples above show that ethnicity has an influence on the interpretation and 
distress caused by psychotic experiences. However, I do not think that this will
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affect the effectiveness of CBT. A CBT therapist, regardless of their ethnicity and 
cultural beliefs, would never articulate whether a person’s interpretation was 
correct or incorrect. What they would do is work collaboratively with the client to 
develop a less distressing interpretation through the use of evaluating evidence and 
possibly conducting behavioural experiments. I think where a person’s ethnicity 
does influence CBT as a treatment, is in the level of knowledge needed by the 
therapist to be able to fully acknowledge the level of distress that the person is 
experiencing as a result of their interpretation. In terms of African Caribbeans, the 
therapist may need to have an understanding of their history and current social 
situation. As previously discussed African Caribbeans often have highly 
unfavourable experiences in terms of deprivation, social exclusion and racist abuse, 
a therapist would need to have an understanding of this as it is likely that when 
using a method of disconfirming an interpretation that there may be a scarcity o f 
disconfirming material if the interpretation is linked to their experiences of 
deprivation or abuse (Hagan & Donnison, 1999).
To conclude, I believe that CBT is culturally sensitive, but is dependent on the 
knowledge and skills of the therapist involved. I currently believe that the 
processes involved in CBT are not influenced by a person’s ethnicity and therefore 
that a treatment such as CBT is equally effective for a person from an ethnic 
minority as it is for a white person. I say currently, as I am aware of my limited 
experience of CBT and working with clients from ethnic minorities, and therefore 
feel that until I have experience of doing so that my opinion is open to change. I 
also still question the lack of research in to ethnic minorities and psychological 
treatments in the UK and it is possible that if such research is conducted within the 
UK that evidence contradictory to my opinion may be found.
Conclusions and recommendations
I have explored the influence of being an African Caribbean with psychosis on the 
process of diagnosis. To summarise, there does not appear to be any influence of 
being of an African Caribbean ethnicity on access to care, but there is in relation to 
pathway to care. Possible reasons for this are due to a lack of help seeking 
behaviours in African Caribbeans and the impact of African Caribbeans being 
more exposed to social isolation. There is evidence to show that diagnosis of 
psychosis in ethnic minorities can be affected by racism, although it is not possible 
to say how often this occurs. In terms of treatment, there also appears to be an
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influence of ethnicity especially in the use of compulsory in-patient admissions 
which appears to be excessive. There is evidence of reduced prescribing of 
antidepressant medication, poorer compliance with pharmacological treatment and 
a lower referral rate to psychotherapy services for African Caribbean service users.
Although I have focused on African Caribbeans I suspect that some of the findings 
in terms of biases in diagnosing and provision of some treatments would be found 
in other ethnic groups. The following views of service users confirm that there is 
influences of ethnicity on the care that people from ethnic minorities are receiving 
from mental health services within the NHS: “I feel I get less respect from 
professionals because I’m not English” and “As soon as they hear any accent they 
start to treat you differently, they stop listening, it’s as though they decide that 
they’re not going to understand you and stop listening” (Commission for Social 
Care Inspection (CSCI), 2006). These are only the views of two service users but I 
suspect that many other service users and carers from ethnic minority groups share 
these experiences. It provides evidence that the action plans to reform race 
equality in mental health still have a long way to go. There is a need for 
consultation with people from ethnic minorities to gain a better understanding of 
how their ethnicity may influence their attitudes to mental health and help seeking 
behaviour. There needs to be education within the NHS about the influence of 
ethnicity and that racism and discrimination is occurring in the process of diagnosis 
and treatment. There is a need for cultural education of all health professionals and 
especially clinical psychologists so that they are better equipped within their roles 
and can therefore provide the most effective service for ethnic minority service 
users. Health promotion within ethnic minority communities may help to reduce 
vulnerability and stigmatisation of mental health illness.
Implications for mv practice as a trainee clinical psychologist
I have learnt that the pathway to services can be influenced by ethnicity and 
therefore when working with people from ethnic minorities I may need to consider 
this when tiying to engage them. I may need to educate my self in a person’s 
culture so that when working within a CBT framework I can be culturally sensitive 
when working with the service user to reappraise their interpretation of a situation.
I also believe that clinical psychologists should be using their skills in consultation 
and supervision to increase awareness about the issue of ethnicity and how it can 
affect the process of diagnosis and treatment and hope that I can do this in the 
future.
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Reflections on the process of writing this essay
Initially I felt scared by the prospect of writing a 5000 word essay on a topic in 
which I had limited knowledge, but I actually found that it became difficult to 
restrict what I was going to write about due to the breadth of this topic. I found the 
process of writing this essay difficult which was partly due to a lack of literature on 
some areas of this topic. Although, on reflection, this forced me to form an opinion 
on how ethnicity may affect the process of diagnosis and treatment and in 
particular CBT. I feel this was extremely valuable and in doing so I have gained a 
better understanding of the topic which will have a positive influence on my future 
practice.
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Introduction
Stigma can be defined as an adverse reaction to the perception of a negatively 
evaluated difference (Susman, 1994) and according to Link and Phealon (2001) has 
five components which are labelling, stereotyping, separation, status loss and 
discrimination (Figure 1).
Labelling 
The recognition o f  differences
i
Stereotyping
The allocation o f  negative attributes to the identified differences
Separation
The development o f  a sense o f  otherness as a result o f  the reactions o f  
others to these differences
Status loss
The consequence o f  successful negative labelling and stereotyping  
resulting in a general downward placem ent o f  a person in a status
hierarchy
j
Discrimination
The negative impact on a p erso n ’s life chances as a result o f  a p erso n ’s  
lower placem ent in a status hierarchy
Figure 1. Summary of Link and Phealon’s (2001) conceptualisation of stigma
Link and Phealon (2001) go on to state that there are two types of stigma; felt and 
enacted. Felt stigma occurs when individuals perceive that they are labelled, 
stereotyped and separated from others. Enacted stigma is experienced when 
individuals lose status or are discriminated against because of their negatively 
evaluated differences and can only occur when they have less power than those 
without the negatively evaluated difference. Overall, Link and Phealon’s (2001) 
conceptualisation of stigma provides a greater understanding of the process 
involved in the development of stigma but I think the model could be criticized for 
failing to elucidate the accountability of the those involved in causing the negative
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impact on a person’s life in their definition of discrimination. This is more 
successfully achieved within the definition of discrimination that is used in the 
Disability Discrimination Act 1995 (c. 50), which states that discrimination occurs 
when a person is treated less favourably because of the person’s disability and that 
this treatment cannot be justified.
The Social Exclusion Unit (SEU) (2004a) has identified stigma and discrimination 
to be a causative factor of social exclusion. Following a comprehensive review of 
the origins and definitions of social exclusion, Morgan e/ al., (2007) concluded that 
there was no singly accepted definition of social exclusion. The government have 
defined social exclusion as “a shorthand label for what can happen when 
individuals or areas suffer from a combination of linked problems such as 
unemployment, poor skills, low incomes, poor housing, high crime environments, 
bad health and family breakdown” (SEU, 2004b pp.4). This definition focuses on 
social exclusion as the consequence of social, economic, political and cultural 
factors but does not attempt to offer any explanation as to the cause of the 
difficulties that lead to social exclusion. Walker and Walker (1997, pp.8) include 
within their definition of social exclusion “the dynamic process of being shut out”. 
The disparity between these two definitions perhaps reflects that wide arena in 
which social exclusion can occur and that it does so for a number of reasons, of 
which stigma and discrimination is just one of these.
Social exclusion has been an issue of growing concern over recent years and in 
1997 the SEU was established by the government so that future policy making 
could be better informed. In terms of mental health, adults with mental health 
problems were identified to be one of the most excluded groups in society (Social
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Exclusion Unit, 2004a), as were adults with learning disabilities (Department of 
Health (DOH) 2001).
The diagnostic criteria for a learning disability includes the presence of a 
significantly reduced intellectual functioning (an IQ of approximately 70 or 
below), impairments in at least two of the following adaptive functions:
(communication, self-care, home living, social/interpersonal skills, use of 
community resources, self direction, functional academic skills, work, leisure, 
health and safety) with an onset of before adulthood (18 years) (American 
Psychiatric Association, 1994). The White Paper, Valuing People, (DOH, 2001, 
pp.2), described this group as “the most vulnerable and socially excluded in our 
society”. There are approximately 210,000 people with severe learning disabilities 
in England and about 1.2 million with a mild or moderate disability (DOH, 2001).
The White Paper, Valuing People (DOH, 2001) set out the government’s strategy 
of how it was going to overcome the problem of social exclusion within this 
population, however this group is still reporting that they are marginahsed, lack 
control over important aspects of their lives, have little opportunity to pursue 
employment opportunities and are frequently the victims of bullying (Emerson et 
al, 2005). The level of social exclusion is powerfully summarised by Maureen; “I 
have not got special friends at all, just friends...it is very hard to get special friends 
because it is hard to get a friend actually” (Nunkoosing & John, 1997, pp. 13).
I have decided to focus this essay on the stigma, discrimination and resulting 
social exclusion that occur for adults with learning disabilities. This was in 
response to my reflection that prior to working in a learning disability team as an 
assistant psychologist, I had had very little contact with anyone with a learning 
disability. This led me to want to explore the possible reasons for this and to think
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about the role of a clinical psychologist in addressing the social exclusion of this 
population. Furthermore, given my current placement within a community team 
for adults with learning disabilities, I thought it may be beneficial to explore this 
population so that I can think about my current and future practice.
Therefore, within this essay, I will firstly look at how people with learning 
disabilities are stigmatized, discriminated and socially excluded. I will then move 
on to explore who makes up the local community and therefore which systems the 
clinical psychologist need to work with when working to reduce stigma, 
discrimination and social exclusion. Following this, I will outline the ways in 
which clinical psychologist can work to do this. I will end with reflections on the 
implications for my future practice and on the process of writing this essay.
Stigmatisation, discrimination and social exclusion
Within this section I hope to provide an overall of some of the historical and more 
recent ways in which people with learning disabilities have been stigmatised and 
discriminated against and how this has resulted in social exclusion of this group.
Valuing People (DOH, 2001), identified a number of areas in which people with 
learning disabilities had been socially excluded and these were as follows: 
education, employment, housing, day services, relationships, health care and 
financially. Due to word constraints, I have only been able to explore two areas, 
which are housing and employment.
Housing
Our homes not only provide shelter but are a base from which to explore and 
connect with the surrounding community. Learning disabilities has a well 
documented history of having placed people in institutions, which is perhaps the
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most overt act of social exclusion that has occurred for this population. Despite the 
original aims of institutions, which were to provide education and training to 
people with learning disabilities to enable them to return to the community with 
useful skills, they actually served to further exclude this population. With 
increasing fears that people with learning disabilities were contributing to the 
degeneration of society (Gates, 2007), the aims of institutions shifted fi*om 
reformation to containment. This led to people living, working, engaging in leisure 
activities and receiving health care within the institution, with the only social 
contact being with other residents or employed staff. It was found that only 6% of 
residents in long stay hospitals had daily contact with relatives or friends and that 
the average number of visits was 2.4 per fortnight, which was mainly accounted for 
by professional staff (Knapp et al., 1992). However, these findings should be 
interpreted with caution due to the small sample size of the study meaning that the 
findings may not be representative of the population and the point in history in 
which this research was conducted.
Following concerns over the standards of care within institutions (e.g. The Howe 
Report, 1969 as cited by Gates, 2007), societal and political attitudes towards 
people with learning disabilities and institutions began to slowly change. This was 
reflected in the publication of the White Paper, Better Services for the Mentally 
Handicapped (DOH, 1971) which outlined the government’s plans to reduce beds 
within hospitals and institutions by 50% and to increase community based housing.
By 1989, The Care in the Community Green Paper (DOH) stated that most people 
who needed long-term care should be looked after in the community and that most 
people with learning disabilities, and those who cared for them, wanted this. This 
has led to a variety of different forms of housing being available for people with 
learning disabilities today which include; group homes, residential units, village
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communities, supported living, home ownerships and family placements. 
Although this development may be a step in the right direction, it has been argued 
that some housing, especially larger sized homes and village communities have 
only served to create smaller scaled institutions (Emerson & Hatton, 2004). 
Furthermore, just because housing is located within the community, it does not 
necessarily mean that it is integrated or included within that community. This is 
shown by the finding that only a third of adults with a learning disability living in 
community settings had someone within their social network work who was not a 
relative or connected to the learning disability service (Robertson et al, 2001). 
Despite findings that all adults with a learning disability can at some level make 
choices for themselves (Stalker & Harris, 1998), only 6% of adults had any choice 
in who they lived with (DOH, 2001). The following view of a service users 
illustrates that many people with learning disabilities have been discriminated 
against in terms of lack of choice in where they live: “I want to live by myself. Fd 
like to have a bungalow. Fd be happy- Fd rather live by myself, be on my own in 
my own nice house” (John, a learning disabled service user living in a group home) 
(Forrester-Jones et a l, 2002, pp. 747).
Adults with learning disabilities have been discriminated against in terms of lack of 
choice and involvement in where they live. The housing available to them has also 
failed to address the social exclusion of this population. Both services and local 
housing landlords/agencies have discriminated against adults with learning 
disabilities due to the views they hold about the abilities of adults with learning 
disabilities. This is despite many positive examples that individuals can live 
independently and included within the community through schemes such as 
supported living (McGlaughlin et al., 2004)
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Employment
For many people, employment is not only a method of securing a financial income 
but it is also an opportunity to integrate themselves in to a community. This may 
be through providing a service or skill to the community near to which they live 
and/or through becoming a member of the community that exists within the 
organisation in which they work, such as a school or hospital. In doing so, people 
have the opportunity to interact with other human beings, develop skills and 
perhaps most importantly gain a sense of achievement, which is important for self 
esteem. Forrester-Jones et al., (2004) found that supported employment 
significantly increased the social networks of people with learning disabilities.
Historically, institutions in which people with learning disabilities were housed, 
relied on residents to work within the institution to complete necessary tasks 
needed for the running or economic prosperity of the institution. However, this 
work was usually unpaid menial tasks in which the people had little or no choice of 
doing. Furthermore, it is my experience that many people with a learning disability 
have been discriminated against by never being given the opportunity to develop 
work based skills or supported in finding employment, despite being able and 
interested in doing so. This observation is supported by The DOH’s (1999) 
estimation that only 9% of people with learning disabilities have jobs. It is difficult 
to establish accurate levels of employment for people with learning disabilities as 
most of the statistics reporting employment figures have including learning 
disabilities under the term “disabled” which includes a variety of both mental and 
physical disabilities. There also appears to be some discrepancies in figures 
published by the government on the number of people with disabilities that are 
employed and independent research, as well as between the number of companies
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that report that their company would welcome disabled employees and the level of 
employment within this group. (Stevens, 2002).
Paid employment is not possible for all those with a learning disability but it is a 
realistic possibility and aspiration for many. McConkey & Mezza (2001) found 
that 38% of attendees at three day centres expressed employment aspirations.
Despite this, people with learning disabilities are underrepresented within the 
workforce, which is likely to be as a result of the stigma that exists around having a 
learning disability. The DOH (2001) have suggested that discrimination has 
occurred by professionals and agencies who have failed to provide training and 
support in finding employment due to mistaken beliefs about the abilities of people 
with learning disabilities. Furthermore, that the social security benefit rules can 
negatively discriminate against those that work and that there are a lack of 
employment opportunities within the local community, even when a person has 
gained skills through a supported employment scheme. The result of this is that 
people with learning disabilities are then denied the many benefits of being 
employed such as the financial and social gains, which can then further exclude 
them from society.
The role of the Clinical Psychologist
Local Communitv
Within this section, I hope to explore the role of the clinical psychologist and the 
different ways in which they can work to reduce stigma and discrimination. Before 
doing so, it is important to consider the way in which “local community” is 
interpreted. At a surface level, a community can be defined as a specific locality, 
including its inhabitants (Tulloch, 1997) and when preceded by local is taken to 
refer to the immediate surrounding area. MacQueen et al. (2001) found that
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largely participants agree on the meaning of “community” and that social 
interaction, geographical area and common ties have all been identified as key 
characteristics. Important differences in the emphasis that participants place on 
particular elements of the definition and in their experience of community were 
also found, which were influenced by participants cultural background
Therefore, given the variation in the definition and experience of local community, 
I have broadened the traditional concept of local community within the following 
section. I have included the individual with a learning disorder so as to not further 
exclude this population, in order to reflect their place in local communities and also 
so as to consider their part in being included within communities, as successful 
social inclusion requires active involvement at both an individual and community 
level (Barry, 2002). I have also included the national community in order to pay 
attention to how the views of local communities develop and the influence of 
national organisations on these.
There are numerous ways in which the clinical psychologist can work to reduce 
stigma and discrimination, which can be done by directly working to reduce it or 
indirectly by working to increase the social inclusion of this group in order to 
challenge the stigmatising views and discrimination that led to it. Within the 
following section I will highlight a selection of these, focusing on the work that a 
clinical psychologist can do at an individual, service, community and national 
level. I will consider generally how clinical psychologists can work to reduce 
stigma and discrimination, as well as providing specific ideas for how to do so in 
relation to housing and employment.
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Individual Level
Although this essay is about moving beyond the distress/disability of the 
individual, it is important to work with individuals and families in order to gain a 
better understanding of the stigma and discrimination that is occurring for this 
population. The development of the Social inclusion Interview Schedule for 
people with learning disabilities (Pawson et a l, 2005) can be used to explore the 
social networks and feelings of social inclusion through the use of pictures.
Clinical psychologists can further explore the impact of stigma, discrimination and 
social exclusion, as well as the needs and aspirations of the individual through 
discussion with the individual and/or family and staff members. Communication 
tools such as Talking Mats (Bell & Cameron, 2007) can also be used.
This information can then be used to by the psychologist to think about the ways in 
which their work may be able to address the stigma, discrimination and social 
exclusion that is occurring for that individual. It may be that the psychologist 
identifies specific services or sectors of the local community to work with. Direct 
work with the client may also be appropriate as stigma and discrimination can have 
the effect of reducing aspirations, confidence and desire to be socially included 
(Barry, 2002; SEU, 2004a). Clinical psychologists are in an ideal position to work 
with clients to explore thoughts and beliefs about their role and value within 
society and to challenge negative or biased thinking. Clinical psychologists can 
work with clients to empower them to voice their views to family and health 
professionals. They can also work with clients to support them in developing skills 
that they may need in order to pursue employment or a more independent form of 
living. By doing so, clients may be better prepared to overcome the stigma and 
discrimination that confronts them and pursue activities that will facilitate social 
inclusion. This in turn may work to reduce stigma and discrimination, as contact
Volume 1 191
with a previously stigmatised person has been found to be effective in reducing 
future stigma and discrimination (Pinfold et al., 2005).
Discrimination can also occur by family members in the form of overprotection. 
Stevens (2004) suggests that family intolerance to risk has its origins in their 
experience of discrimination by the general population. The clinical psychologist 
could utilise systemic theory, which has been shown to be effective with the 
families of people with learning disabilities (Baum, 2007), to work with the family 
to evaluate the likely level of risk, as well as how to cope with loss, as the child and 
parent prepare to separate from each other after an extended period of care giving.
Local Service Level
By service level, I am referring to all services providing care or support for people 
with learning disabilities within the local community. This includes NHS and 
Social Services learning disability teams, charitable organisations and private care 
providers.
Health professionals can be equally capable of holding prejudiced views and 
discriminating against clients, as found by Bjorkman et al. (2008) who discovered 
that attitudes among nursing staff were comparable with public opinions about 
mental illness. Clinical psychologists are encouraged to constantly reflect on their 
thinking and practice and to consider issues of diversity and social exclusion, but 
also to challenge any practice that is not inclusive (British Psychological Society 
(BPS), 2008). Clinical psychologists are in a position to regularly visit services 
and therefore observe possible stigma and discrimination occurring within services. 
Clinical psychologists can make recommendations to staff or carers on their
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practice, as well as feedback observations and/or concerns to appropriate 
authorities when necessary.
A key recommendation of the Ney Ways of Working for Applied Psychologists 
Working in Health and Social Care Report (BPS, 2007, pp.4) is that “psychologists 
should seek to integrate their work within teams in a way that continues to promote 
their unique contribution to work with service users”. One way of doing this is to 
provide training to staff on learning disabilities generally, as well as on specific 
topics such as stigma and discrimination, socially inclusive practice, person centred 
planning and communication skills in order to diminish stigma and facilitate 
socially inclusive practice. Providing supervision is also a key element of the role 
of the clinical psychologist (BPS, 2007). Individual or group supervision can 
encourage reflection on whether practice is socially inclusive and how to work 
more so.
It is important that staff are aware of the stigma, discrimination and social 
exclusion of this group of people as it is unfeasible for clinical psychologists to be 
able to change the attitudes of local communities singlehandedly, especially when 
there are often only one or two psychologists within a local team. Not only do staff 
often live within the local community but they frequently come in to contact with 
people and local organisations within the community, meaning that they too are 
well placed to challenge the views and behaviours of others.
In terms of addressing the stigma and discrimination that occur in relation to 
housing, clinical psychologists can work with staff who are responsible for co­
ordinating housing for clients, to think about how to involve the client in the 
decision making process of where they are going to live. They can also work
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directly with staff/carers to think about how to overcome the stigma and 
discrimination that occurs within the community and how they can facilitate 
greater inclusion within the community. They may also be able to make 
recommendations to them on how to reduce any discrimination that may be 
occurring, such as institutional routines and practices.
Employment co-ordinators have been found to have a positive effect on increasing 
the number of people with mental health problems gaining employment (SEU, 
2004a), however there appears to be a lack of these within learning disability 
services. A clinical psychologist could support the appointment of an employment 
specialist to service managers. The clinical psychologist could work with them or 
any other member of staff within the team involved in co-ordinating employment 
or day time activities to think about how to make links with local businesses and 
overcome the current stigma and discrimination that occurs for people with 
learning disabilities.
In the borough that I am currently on placement in, there are three vocational 
training schemes for people with learning disabilities which aim to provide clients 
with specific work skills and some relevant work experience. Employment figures 
following completion of these schemes are extremely low, which seems to be as a 
result of stigma and discrimination from local employers. Clinical psychologists 
could provide consultation with schemes such as these on how to work to 
overcome stigma and discrimination by local employers and how to make links 
with local businesses.
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Local Communitv
Because people with learning disabilities are so often socially excluded, it is likely 
that many people within the community may never have come in to contact with a 
person with a learning disability and therefore have little or no understanding about 
learning disabilities. One way of addressing this could be for clinical psychologists 
to share their knowledge and experience of working with people with learning 
disabilities in order to inform the views and understanding of local communities.
The difficulty in doing this is in how best to engage the local community. One way 
to do this would be to set up public meetings; however it is quite likely that unless 
there is a personal incentive then people would not to attend. One way to 
overcome this is to specifically target sections of a community.
Targeting schools and providing workshops to students aged 14-15 on mental 
health problems has been found to have a significant impact on attitudes, even after 
six months (Pinfold et al, 2003). By engaging with schools and offering to 
provide workshops, it would be possible for clinical psychologists to reach a large 
proportion of the local community as this would not only target the staff and 
students but the information may be passed on to parents and other family 
members. Attendance is also likely to be improved if the workshops occurred 
within compulsory lesson time.
Anti-stigma workshops to raise awareness of mental health have also been found to 
be effective when delivered to police officers (Pinfold et a l, 2005) and therefore 
suggest that running ant-stigma campaigns focusing on people with learning 
disabilities could be a useful strategy. Clinical psychologists are well placed to be 
involved in the development and delivery of such campaigns which could be 
delivered to large organisations, services or employers within a local community.
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Such workshops could also provide an opportunity to involve service users, which 
may also improve the effectiveness of them, as research suggests that the most 
important component of anti-stigma campaigns is the inclusion of service users 
(Pinfold, 2005).
In terms of reducing stigma and discrimination in relation to housing and 
employment, local landlords, housing agencies and local employers could all be 
invited to either attend an anti-stigma workshop that included information on the 
housing and employment needs of people with learning disabilities. This would 
also facilitate making links with local employers which may be helpful to local 
services and schemes that are involved in co-ordinating housing and employment 
for service users. The benefits of making links with local businesses is shown 
through the success of the Orchardville Society based in Ireland (n.d.), which has 
managed to achieve positive employment rates for people with learning disabilities 
through making links with large companies such as Tesco’s, McDonalds and 
HMV, who provide paid placements and jobs on graduation of their employment 
scheme. The presence of people with learning disabilities in high street businesses, 
such as this, will hopefully encourage both the local community and other local 
employers to challenge their views towards people with learning disabilities and 
lead to a reduction in stigma, discrimination and social exclusion of this 
population.
Employers have been found to be fearful and worried about how to support people 
with mental health problems (SEU, 2004b) and this is likely to be the same for 
learning disabilities. Clinical psychologists could also provide guidance to local 
housing landlords/agencies and employers on how best to support the needs of
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people with learning disabilities and in particular how to simplify complex 
paperwork in to an accessible format.
National Level
Research
The New Ways of Working Report (BPS, 2007) includes research, audit and 
evaluation skills as a key component in the role of a clinical psychologist. Through 
conducting research, clinical psychologists can increase knowledge and 
understanding, as well as evaluate current and new ways of working. There is a 
need for clinical psychologists to conduct more research into the stigma and 
discrimination of people with learning disabilities in order to identify the most 
effective strategies in reducing it. Research can be conducted at a national level 
and the results used to inform government policy or at a local service level through 
evaluations or audits of particular services, of which the findings can then be 
feedback to services in order to facilitate future service development.
In relation to housing, research investigating the strengths and weaknesses of 
various types of housing for people with learning disabilities can help to improve 
the standard of living and choice available (e.g. Hester Adrian Research Centre,
1999) and there is a need for more of this. There is also a need for further research 
exploring ways in which to enable adults with learning disabilities to articulate 
their housing needs (e.g. McGlaughlin et ah, 2004) in order to ascertain how health 
professionals can best support them in this.
Research exploring the perceptions of employers on the employability of people 
with learning disabilities (e.g. Stevens, 2002) and the success of supported 
employment schemes (e.g. Forrester-Jones et al., 2004) have provided some
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important insights in to these areas. However, there is a need for future research in 
areas such as the number and experiences of people with learning disabilities who 
are employed, the effect of anti-stigma education and campaigns on employer’s 
perceptions and outcome studies exploring the benefits of different employment 
schemes.
Consultation
Clinical psychologists can make a significant contribution to overcome stigma and 
discrimination through submitting responses to government consultations. The 
clinical psychologist can act as an advocate for service users in order to inform the 
government and national agencies on the presence of stigma, discrimination and 
social exclusion in order to raise awareness but also to encourage these bodies to 
involve service users in the development of policies and strategies.
The knowledge and attitudes that people within local communities hold about 
people with learning disabilities can be greatly influenced by the information that is 
presented to them by the media or entertainment industries. The image of people 
with learning disabilities is generally absent and I have struggled to find any 
example of a person with a learning disability living independently or working 
within the mainstream media. Clinical Psychologists can work towards reducing 
stigma and discrimination of people with learning disabilities by providing 
consultation to the media industry on the way that they portray people with 
learning disabilities.
Conclusions
Despite the publication of Valuing People (DOH, 2001), there remains much work 
to be done in order to address the stigma, discrimination and social exclusion that
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face the lives of adults with learning disabilities. Clinical psychologists possess 
many skills that can be used to work with individuals, teams, services, local 
communities and to influence the knowledge and views of people nationally. 
Despite some guidance on how to work in a socially inclusive way (e.g. BPS, 
2008; National Social Inclusion Programme, 2007) there appears to be a need for 
specific guidelines on how to overcome stigma and discrimination with people 
with learning disabilities.
Implications for mv future practice
As a trainee clinical psychologist, I tend to prioritise thinking about how I can 
work therapeutically with a client but I have realised that the responsibilities of a 
clinical psychologist go far beyond this. I think that at times I have fallen in to the 
trap of accepting the way things are for people with learning disabilities but I have 
realised that within my role as a trainee and future clinical psychologist that part of 
my role is to challenge inequality when I see it and to think creatively about how to 
overcome stigma, discrimination and social exclusion.
Reflections on the process of writing this essay
The process of writing this essay has been twofold. On the one hand I found it 
difficult to read about the stigma, discrimination and social exclusion that occur for 
people with learning disabilities. On the other hand, I felt inspired to think about 
my future practice and the way in which I may be able to make a positive 
difference to the experiences of people with learning disabilities. I found it 
difficult to find evidence to reinforce my ideas for how clinical psychologists can 
work and at times I felt like I had to rely heavily on my own ideas and experiences, 
which obviously lack an evidence base.
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The first day
On 17th September 2007, at about 5pm, seven weary clinical psychology trainees 
made their way to their first Problem Based Learning (PBL) session. I was both 
excited and nervous. I had nearly completed my first day of training and was 
looking forward to getting home to recount my first day experiences to my family 
and friends. I had already learnt new things, participated in role-play exercises, as 
well as having met my fellow 27 trainees. It is fair to say that I was feeling both 
overwhelmed and tired. At that moment I was slightly regretting my choice to be 
in the evening PBL group, although I was looking forward to the opportunity to get 
to better know six other trainees in a smaller and hopefully less anxiety provoking 
setting than that of the rest of the day. After a day ftill of change, we were very 
appropriately introduced to our task, which was to explore the topic of “the 
relationship to change” and to produce a presentation for our fellow trainees, PBL 
facilitators and course team members. The thought of a presentation had the effect 
of creating a rush of anxiety and despite my attempts to manage it, I found myself 
in a perhaps familiar position to that of some of the clients I am now working with 
who regularly experience such feelings.
Allocation of roles
The group quickly became focused as we absorbed our task and realised that we 
only had six weeks in which to complete it. We listened as our facilitator 
explained their role and made suggestions as to how we might structure our first 
session. We decided to elect a “chair” and “scribe” for each session, as outlined by 
Wood (2003). Several of the group quickly offered to be a “scribe” and we had 
soon allocated this role for each session. All group members were more hesitant to 
put themselves forward for the role of “chair”, but it only took one member to do 
so and others followed, including myself. For me, it was not a role I felt equipped 
or ready to take on, especially being my first day, but I was keen to contribute to 
the group and knew that it would be good experience for me. We agreed that the 
chair would lead discussions and provide summaries of what had been said at 
regular intervals and that they would need to keep the group on task due to the 
limited time we had. We also agreed that the role of the scribe was to make notes 
of our discussions and to distribute them to the group.
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The task
The group discussed what the title meant to them and we eame up with a number of 
possible ways to interpret it that were either personally or professionally relevant.
We were all conscious that we were currently experiencing a major change in our 
lives and decided that it would be pertinent to incorporate this factor in to our 
interpretation. Through discussion we realised that each group member’s 
relationship to change would differ from each others, so we decided to focus on the 
change that was going to occur within the group over the course of the PEL task.
This focus would allow the group to explore the topic within a relevant context and 
also encourage the skill of reflection, as we would need to observe and note the 
changes that occurred.
One member of the group had a good awareness of several models of change due 
to previous experience of working on this topic. We decided it would be helpful 
for all group members to have a better understanding o f these models so we 
assigned one to each member for them to go away and research and to then present 
their findings back to the group. Following a group discussion about the models, it 
soon became clear that these models differed on one factor, which was whether the 
change was planned or not. It seemed relevant to explore both methods of change 
as we were planning on changing as a group, but also expected that there would be 
some unplanned change within the group. We therefore decided to explore The 
Model of Improvement (Langley et al, 1996) as our model of planned change and 
the Hopson & Adams (1976) transition cycle as our model of unplanned change.
The model of improvement breaks change down in to four phases which are plan, 
do, study and act and suggests that by following these stages that change can occur 
quickly and with reduced risk of things going wrong. The transition cycle suggests 
that again change occurs in stages with these being; a first shock, provisional 
adjustment, inner contradictions, inner crisis and re-eonstruction and recoveiy.
This model highlights that change is occurring all of the time as a result of life 
events and that it is continual.
The group process
Initially, the group knew very little about each other and therefore had to undergo a 
process of getting to know one another. Cohen & Levesque, (1994) state that a 
joint commitment to understand each other is needed by all involved in a dialogue.
I think all members had this which allowed the group to quickly develop a shared
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sense of respect and understanding for each other. I think this was aided by the 
group’s decision to begin each session by checking on how each person was 
feeling about the task and reflections on the previous session. This ensured 
communication within the group and on reflection I think this prevented conflict 
from occurring within the group.
Conflict within groups has been shown to arise from diversity within the group 
(Vodosek, 2007). At the time of the PEL task, I do not think that the group paid 
much attention to the diversity that existed within it, except in the case of gender.
Our group comprised of six females and one male and this was discussed within 
the group. I think the group attended to this diversity because it was the most 
obvious one and on reflection perhaps we should have thought about the other 
differences that existed within the group. Through reflection, I can know see that 
the group was diverse in terms of age, education, work experience and social class.
I have therefore learnt the need to pay more attention to issues of diversity and in 
particular to consider the less obvious differences that may exist between myself 
and others, especially within my clinical practice.
Rather than creating conflict within the group, I think these differences positively 
enriched the group process and resulted in a more creative presentation. This 
finding has also been found by Knippenberg & Schippers (2006) who state that 
diversity within a group has been found to have both positive and negative 
influences on group process and performance.
The presentation
Having chosen to explore the change that occurred within the group over the six 
week period, including the day of the presentation, it meant that the content of our 
presentation was not fully finalised until the afternoon of the presentation when the 
group made their final reflections. This perhaps did not help the group’s anxiety 
levels but in order to truly map the groups change over the whole process it was 
essential that this was done on the final day. We mapped the group changes on to 
both the planned and unplanned models of change and presented these on visual 
displays. We discovered that we could map the group changes on to both models 
but that each had limitations and were not able to fully explain or illustrate the 
group changes. In particular we were able to map the practical changes that had 
occurred within the group, especially the process of creating the presentation on to 
The Model of Improvement (Langley et al, 1996). Emotional and group process
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changes were better suited to the Hopson & Adams (1976) transition cycle. I think 
our choice of focus for our presentation allowed us to give a reflective but equally 
theoretical presentation. I think all of us were relieved when it was over and on 
reflection I think our anxiety levels were so high due to the fact that the 
presentations occurred on week 6 of our training and were therefore unsure as to 
what was expected of us.
Clinical implications of our theoretical models
I think our finding that no model of change can fully illustrate a person’s process of 
change has clinical relevance in that each client’s process of change will be 
individual and unique. I have observed this within my clinical practice, with one of 
my clients engaging quickly with the CBT model and being able to make changes 
to the way that they think and behave. In contrast, another of my clients has found 
this process more difficult and will need greater support and time to enable change 
to occur.
I also think that our reflections that each model illustrated different aspects of 
change would also apply to a clinical setting. I can see that the Model of 
Improvement (Langley et al, 1992) could better map the content of therapy 
sessions with the plan stage relating to setting goals, the do stage being the 
introduction to the therapeutic model, the study stage being the analysis of change 
and the act stage being relapse prevention and future plans for change.
Whereas the process of change and the therapeutic relationship between therapist 
and client may better map to the transitional cycle (Hopson and Adams, 1976) 
which predicts that change will constantly occur and will experience both high and 
low points. I have been working with a lady with a long histoiy of depression and 
anxiety who has been waiting for psychological treatment for over three years.
Initially she reported feeling positive and excited about beginning therapy, but I 
think her “first shock” was the realisation that I did not have all the answers. She 
then seemed to deteriorate in mood and motivation, fi-equently not completing 
homework or attending sessions. On reflection I think she was at the “inner 
contradictions” stage and experiencing feelings of uncertainty and lacking in 
confidence. She hit the “crisis” stage several weeks later when she took a minor 
overdose. This “crisis” stage allowed us to reflect on her progress and to re­
evaluate our goals and time frame for these. Since this conversation, her mood and 
motivation have improved and I think she has moved in to the “re-construetion and
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recovery” stage where she is showing signs of increased confidence. Our 
therapeutic relationship has improved and I think her attitude and expectations 
have changed so that she is now at a stage where she has a better appreciation of 
the collaborative nature of therapy and is agreeable to participating in this.
The implications for clinical practice are that individuals all experience change 
differently and will therefore require different lengths of time to achieve their 
planned changed. This is relevant to service providers who impose fixed lengths of 
treatment for people. In addition, it also means that individuals experience change 
in a number of ways during the course of therapy and that no model of change can 
illustrate all of these changes and some of which cannot be predicted.
What I have learnt
When we were presented with this task, I remember feeling quite frustrated by the 
ambiguous title. I can now see that this was purposively done and that it allowed 
each group to interpret the title in distinctly different ways. I think I have a better 
understanding of models of change and that various changes will occur for both the 
therapist and client during the course of therapy. I have a better understanding of 
group processes and the factors that can influence these, such as diversity. I intend 
to pay more attention to the process that occurs within therapeutic groups, as I am 
aware that in the past I have prioritised the content.
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Within this account I hope to give an overview of my experience of the problem 
based learning (PEL) exercise and to reflect on what I have learnt from it. I will 
focus on the group process that occurred within my group and specifically the role 
of a “leader”, as this aspect of the PEL exercise led to the greatest personal and 
professional learning for me.
The “launch”
As I sat waiting for the PEL launch to begin, I could not help but think back to how 
I had felt when I had first been introduced to the concept of PEL on my first day of 
training a year ago and how differently I felt about it now. Prior to my first PEL 
exercise I had felt anxious and uncertain about the task and what was required of 
me, but second time around, I felt excited by the prospect of working within a 
group and less afraid of the prospect of a presentation. I think this change was due 
to having had a positive experience of working in a group during my first PEL 
exercise and having had repeated exposure to group work over the course of my 
first year of training. It occurred to me that I had observed a similar change of 
feelings about working in a group as had the service users that attended an anxiety 
group that I facilitated during my adult mental health placement. Many of them had 
reported feeling extremely anxious prior to attending the group but later said that 
the experience had not been as bad as they expected and that they would consider 
attending other groups in the future as a result. Although, I now feel less anxious 
about working in a group, I think it is important when discussing group work with 
service users that I remember how I initially felt about it and that I keep in mind 
that the prospect of attending a group and potentially disclosing extremely personal 
information to a group of unfamiliar people, is likely to be considerably more 
daunting than the PEL presentation was for me.
The Problem
The clinical vignette we had been given, involved a 69 year old man who had been 
referred to the psychology department for assessment of short term memory 
problems and needs for care. A complex system of people surrounding the client 
had also been presented, which included the gentleman’s partner, ex-wife and two 
adult sons. As a group we decided to explore what the views of each of these key 
people may be, by using the information presented, as well as our own thoughts, 
experiences and hypotheses. What became clear was that the “problem” and level 
of concern differed for each member within the system. We spent quite some time
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thinking about the impact of divorce on grown up children as it seemed that for one 
of the sons in the vignette that this may have been a significant factor in why he 
held the eoneems he did about his father’s well being. We became aware of the 
diversity that existed within the group in terms of the backgrounds in which we had 
grown up in and in particular in terms of whether we came from families in which 
are parents had been lone parents, married, divorced or widowed. For me, having a 
parent that was widowed at a young age I was able to understand that children of 
divorced or widowed parents tend to feel a greater sense of responsibility for the 
parents as they age (Lin, 2008). The diversity within the group enabled us to have 
some really insightful discussions about this issue. We therefore decided we would 
illustrate these using a role play of a family therapy session exploring each 
member’s feelings about the divorce and how this may have affected their concerns 
about the gentleman that had been referred. From this presentation, I learnt to 
consider the long term affect that divorce can have on grown up children (Baker,
2005) and it will be something that I pay more attention to when working with 
individuals who have experienced divorce within their family.
The group process
As a group we did not discuss whether we needed to define and allocate specific 
roles, which in hindsight may have been helpful as it may have avoided confusion 
over who was doing what ( De Wever et al., 2008). Instead, each member took 
their own notes of our discussions and in our first meeting, one member of the 
group assumed the role of the “leader” by dictating the focus of the group’s 
discussion. I was initially a little exasperated by this group member’s behaviour as 
the group had not elected them “leader” and I felt they imposed their way of 
thinking and working on the group. At the time, I thought that I had chosen not to 
confront this group member in order to avoid getting off to a bad start with any of 
my colleagues. On reflection, I think I was actually quite intimidated by this 
person’s behaviour and therefore hesitant as to how they would react if I had 
expressed my feelings.
The “assumed leader” missed the following two meetings, which allowed more 
space for the other members of the group to share their thoughts and ideas. As a 
result the group seemed to come together and we were able to make decisions 
about the focus of our presentation. When the “assumed leader” rejoined the group 
they once more seemed to take this role. I was aware, through discussion that other
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members of the group had also experienced this group member’s behaviour as 
domineering but neither I, nor any of the other members of the group raised this 
issue with this member. I found this interesting and spent some time thinking 
about why the group allowed this member to assume such influence over the group 
despite their lack of presence at the vital decision planning part of the PBL 
exercise. I realised that this member was the most vocal of the group and that this 
seemed to be a factor in why they were so influential. Anderson & Kildoff (2009) 
have found that individuals high in the personality trait dominance, consistently 
attain high levels of influence in groups because they behave in ways that make 
them appear competent, even when they actually lack competence.
As our meetings continued, I began to question whether this member was actually 
leading the group or just dominating the group’s discussion because they were the 
most vocal. I realised that they were not particularly involved in the running of the 
group or decisions about the task and in fact, quieter members of the group, myself 
included, were sharing the leadership of the group by summarising discussions, 
formalising plans and facilitating discussions between the members.
This experience led me to think about what qualities a leader requires and whether
I possess them. There seems to be two competing theories as to what makes a ...........
leader. The first is trait theory, which suggests that a successful leader needs to 
possess five traits which are; intelligence, self-confidence, determination, integrity 
and sociability (Northouse, 2007). The second, is process theory, which suggests 
that anyone can become a leader as it is something that can be learned, provided 
they are placed in the right context to do so (Northouse, 2007). Prior to this 
experience, I would never have described myself as a leader because of my quiet 
and at times, timid personality, which has been a concern of mine given the ever 
increasing emphasis on leadership within the role of a clinical psychologist. This 
experience has led me to reconsider how I define leadership and to realise that I do 
possess skills and traits that mean that I have the potential to be a successful leader 
when in the right context. I have learnt that the most vocal person in a group does 
not automatically equate to being the group’s leader but that being vocal can lead 
to a person being influential in a group. I recently observed this happening within 
a multidisciplinary team (MDT) in which team decisions were heavily influenced 
by the most vocal professional within the team. I can see that in order to be an 
effective leader within a team that I may need to be more assertive and less afraid
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of confronting dominant characters in situations, such as MDT meetings, if I am 
going to be able to defend my position or offer a psychological perspective. This 
may be particularly important when ethical or risk related dilemmas occur.
Despite at times feeling that one member of the group was slightly dominant in 
group discussions, I think the overall distribution of work was fairly even. The 
“assumed leader” offered to make up for having missed several of the earlier 
meetings by taking on additional tasks at the time of the presentation. This may 
reflect that at the time of the PBL launch they had a number of demands on them 
which they felt that they needed to prioritise and therefore did not have the space or 
capacity to fully engage with the PBL task at that point in time. I think this may 
also happen for clients. I was recently asked to see a client who had previously 
been referred to the psychology team several times before, but had as yet failed to 
engage in any therapeutic work despite having indicated that she wished to do so.
At my assessment we discussed her previous referrals and I noted that at the time 
of each referral the client had been in the middle of experiencing a major transition 
within their life. When discussing the client with other members of the MDT the 
message I was given was that the client was a “non-attender”. In terms of 
implication for my practice as a trainee clinical psychologist, I have learnt that 
when meeting with a client for the first time that I need to consider the timing of 
the referral and to discuss the demands and support that the client has at that time.
I have also learnt that teams can unfairly “label” clients and that I need to be 
careful not to be dravm in to making assumptions about clients based on these.
Furthermore, that motivation for therapy can change as it is not a static quantity 
(Rosenbaum & Horowitz, 1983).
Conclusions
I was aware at the time of the PBL that I had already learnt a lot in relation to the 
thinking that we did about the vignette we had been asked to explore. The process 
of reflecting and writing this account has further facilitated both my personal and 
professional learning. In particular, I have been able to reflect on the skills needed 
to be both influential within a group and an effective leader. I have identified a 
learning need to be more assertive within groups and that in order to do this I need 
to have greater self confidence. I have also learnt how the demands on a person 
can affect their engagement in a task and how this may be relevant in assessing 
whether now is the best time for a client to pursue psychotherapy. I think the
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diversity of the group, not just in terms of parental background, meant that the 
discussions that we had were broader, which ultimately made the experience more 
thought provoking and enjoyable as has been found by Paletz et al., 2004.
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‘How do we know if  I APT is Working?’
Problem Based Learning: Reflective Account
February 2010
Year 3
Volume 1 219
Within this account I hope to give an overview of my experience of the Problem 
Based Learning (PBL) exercise and to reflect on what I have learnt from it. I will 
focus on the process that my group went through and some of the difficulties we 
encountered as these resulted in the greatest personal and professional learning for 
me.
An “unexpected task”
Having completed several PBL tasks during the course of training, I perhaps 
naively thought that I knew what to expect from this PBL task and consequently 
did not feel particularly apprehensive about the task ahead. However, this changed 
as I sat in the PBL launch session and listened to the task that was given to us. Our 
task was to prepare a consultancy report on how the effectiveness of the Improving 
Access to Psychological Therapies (lAPT) programme could be assessed. In 
particular we were asked to consider what questions need to be asked about lAPT, 
what methodologies could be utilised to answer these questions and what the 
interests of various stakeholders were likely to be. To be entirely honest, my initial 
feelings on hearing the task were of panic and dread. On reflection I think these 
feelings were linked to feeling very confused and unclear about the lAPT 
programme and how it was currently being assessed. Furthermore, given that I am 
in my third year of training I also felt a little inadequate and slightly embarrassed at 
my lack of knowledge about LAPT.
I was reassured within our first meeting when I realised that I was not the only 
member of the group to feel confused by LAPT and therefore we decided that each 
group member would read a different article on LAPT and present it back to the 
group. This process was really useful in helping me to quickly increase my 
knowledge of lAPT and therefore feel able to contribute to group discussions. 
Within the group, the majority of members had limited experience of lAPT and as 
trainee psychologists our views on LAPT were relatively similar. However, one 
member of the group had had some direct experience of working within an lAPT 
service prior to training which meant they were able to offer an alternative 
perspective to the group. Diversity within groups has been found to make the 
experience working within a group more thought provoking and enjoyable (Paletz 
et ah, 2004). The presence of an alternative perspective resulted in some
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stimulating and challenging conversations which I found increased my interest and 
enthusiasm about the task.
The problem of absenteeism
As a group I felt that we found it quite difficult to bond and I believe this was 
partially due to difficulties in getting all members of the group to any one meeting.
In particular, one member of the group was unable to attend any of the meetings 
and instead contributed by reading literature and sending comments by email. The 
failure of the group to meet as a whole meant that it was difficult to really get to 
know each other, especially because we were working with trainees from another 
year who were largely unfamiliar before the task. Having a joint commitment to 
understand each other has been proposed as a neeessaiy and important factor for 
those attempting to work and communicate together (Cohen & Levesque, 1994) 
and at times I felt that this commitment was missing from some group members.
Obviously I was able to empathise with the constant challenge of trying to manage 
multiple demands whilst training, but at times I felt a little annoyed by the 
inconsistency in attendance by some of the group members, especially when I and 
a number of others were managing to attend meetings despite the many demands 
on us. Difficulties with group attendance also resulted in the group struggling to 
elect a focus for our presentation as it was difficult to make decisions within 
meetings when members of the group were missing. The issue of absenteeism was 
discussed within the group but it was difficult to resolve the matter when members 
of the group were missing from the discussions.
I have observed difficulties in ensuring group attendance and the implications of 
this more recently whilst on placement with an older adult’s team. The team meets 
weekly but does so in the team office meaning that those that have desks within the 
office remain seated at their desks for the meeting. This results in some team 
members continuing with their work or intermittently contributing to the meeting 
when the issue being discussed is relevant to them. Although I can understand that 
these members may feel pressurised by time and work deadlines, their behaviour 
results in the effectiveness of the meeting being reduced at times. Consequently I 
have also found it difficult to build working relationships with some members of 
the team. Team meetings have been identified as an important factor for effective 
team working as they enhance communication between team members (Xyrichis &
Lowton, 2007) which ultimately can impact on the care that service-users
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experience. I regret not having been more vocal about the issue of absenteeism 
within my PBL group and as a result of what I learnt from the PBL exercise, I took 
it upon myself to feedback my observations about the set up of the team meetings 
to the team. Although nothing, as yet, has changed as a result of this feedback, I 
have realised that I can offer a unique contribution to teams by using my skills in 
observation, communication and understanding of group processes to hopefully 
improve team working.
Lack of leadership
The difficulties that resulted from absenteeism within the group were compounded 
by a lack of leadership. I think the failure to define and allocate roles within the 
group resulted from different people attending each meeting in the early stages.
Allocating roles has been found to reduce confusion within groups about who is 
doing what and aid the overall effectiveness of the group (de Wever et al., 2008).
This resulted in the group repeatedly becoming sidetracked by discussing the 
strengths and weaknesses of lAPT and going round in circles when attempting to 
decide on a focus for our presentation. Although these discussions were interesting 
and ultimately useful in developing a greater understanding of lAPT, it meant that 
at times the group were not working effectively on the task at hand. Field and 
West (1995) have argued that lack of leadership causes frustration in team 
members and leads to poor decision-making. I certainly found it quite frustrating 
which I think was probably due to feeling quite overwhelmed by the number of 
demands on me at that time and therefore feeling that I needed to ensure that my 
time was being used effectively. I was aware that another group member also felt 
similarly and we therefore decided that in order to address these difficulties within 
the group that we needed to take a more active role in the leadership of the group.
We did so by ensuring that within our meetings we set an agenda, allocated roles 
and agreed on tasks that needed to be achieved between meetings.
As a group we also decided that we would break in to year groups and divide the 
work up in order to overcome the difficulties with finding available meeting times 
in our timetables. These actions increased the group’s efficiency both within 
meetings and outside and helped to overcome the difficulties caused by 
absenteeism as absent members were sent written summaries of our discussions 
and allocated tasks to do. However, with hindsight I think it was a shame that we 
chose to divide in to two groups for part of the process as doing so prevented us
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from getting to know each other as well as we could have and optimising on the 
diversity of experience and views within the larger group.
The presentation
As a group we decided to focus our presentation on the issues that a primary care 
team setting up a new LAPT service may need to consider in terms of assessing its 
effectiveness. We included a role-play of a team meeting before and after the 
LAPT service had been set up. The meetings summarised the likely views of a 
number of stakeholders which included a PCT commissioner, a psychologist, a GP, 
a service user advisor, and a graduate mental health worker/low intensity worker.
In doing so we hoped to demonstrate how diverse the views of different 
stakeholders were likely to be and how this results in the task of assessing lAPT 
being an extremely complex and difficult one. In particular we spent some time 
considering the function and value of outcome measures from the perspective of 
various stakeholders. As a group we decided that psychometric assessment tools 
can be an effective tool in measuring symptom change in clients and that doing so 
can provide evidence to service commissioners of the effectiveness of 
psychological therapy. However, we felt that it was important to also evaluate 
outcome in terms of the progress that service users have made in reaching the goals 
they set for therapy and in their qualitative reports of their overall wellbeing. This 
issue was recently demonstrated within a client that was referred to me for 
difficulties with anxiety and sweating. At the assessment I administered a number 
of assessment tools which including several that were designed to measure 
symptoms of anxiety. On each the client scored within the low or normal ranges 
suggesting that she did not experience severe symptoms of anxiety. However, 
through discussion it became clear that the client did experience symptoms of 
anxiety in very specific situations and that the client did not identify or label these 
symptoms as anxiety. From the PBL task I have learnt to think about how and why 
I select the assessment tools I use with clients and to consider what method of 
assessment may best suit their needs.
Conclusion
I am aware that I have mainly reflected on how I perceived the group as a whole 
but I have also spent some time reflecting on how the group may have experienced 
me. I think that overall I was probably viewed as a being a reliable, conscientious 
and helpful member of the group. I found myself repeatedly trying to bring the
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group back to task and I think this enabled the group to complete the task within 
the time allowed. I also feel that I took a more active role in the leadership of the 
group which I think the group found helpful as it reduced confusion and improved 
the efficiency of the group.
Although I had initially felt quite hesitant about his task, I actually found it to be a 
really useful task as I learnt a lot about lAPT and its strengths and weaknesses. As 
a third year who is beginning to think about looking for jobs after I finish the 
course, this exercise also proved to be an extremely timely task as its has enabled 
me to consider whether working in an lAPT service is something that appeals to 
me. As always, the experience of working in a group provided further 
opportunities to learn about group processes and how I work within a group. The 
process of writing this account has provided an opportunity to reflect on these 
experiences and for me to consolidate what I learnt during the task. I have been 
surprised by how much I have gained from writing this account as initially I felt 
like I had little to add to the reflections and learning I had made in previous PBL 
accounts. Training and assignments such as this facilitate opportunities for 
reflection and I have therefore become mindful of the need to protect time and 
space for reflection post qualification.
Volume 1 224
References
Cohen, P.R. & Levesque, H.J. (1994). Preliminaries to a collaborative model of 
dialogue. Speech Communication, 15,265-274.
De Wever, B., Sehellens, T., Van Keer, H. & Valeke, M. (2008). Structuring 
asynchronous discussion groups by introducing roles: do students act in line with 
assigned roles? Small Group Research, 39, 770-794.
Field, R. & West, M. (1995). Teamwork in primary health care: perspectives from 
practices. Journal o f Interprofessional Care, 9, 123-130.
Paletz, S., Peng, K., Erez, M. & Maslaeh, C. (2004). Ethnic composition and its 
differential impact on group processes in diverse teams. Small Group Research, 35, 
128-157.
Xyrichis, A. & Lowton, K. (2008). What fosters or prevents interprofessional 
team working in primary and community care? a literature International
Journal o f Nursing Studies, 45, 140-153.
Volume 1 225
Case Discussion Group Year 1: Process Account Summary
September 2008
Year 1
Volume 1 226
This account gives an overview of my experiences within a Case Discussion Group 
during my first year of training on the PsychD Clinical Psychology Course. The 
structure of my group’s Case Discussion Groups was informal in style and we 
chose to have a non-rotational system of presenting cases and instead chose to 
nominate ourselves when we wanted to. One advantage of this was that it gave 
each member the opportunity to discuss cases as and when they thought they 
needed to. The disadvantage of this was that some members of the group presented 
more frequently than others. In particular, one member of the group’s voice was 
often missing and this led me think about whether this was due to issues of 
diversity because they were they only male and older than the rest of the group. 
For me, I was initially hesitant of speaking but as my confidence grew in my 
clinical abilities my contribution to the group’s discussion increased. I found that I 
took the role of an “encourager” within the group, which is someone that is warm, 
responsive to the group and praising of the other members of the group (Jaques, 
1984). I also found that Case Discussion Groups influenced my clinical practice in 
a number of ways, namely in terms of the way that I use supervision, interact 
within therapeutic groups or multi-diseiplinary team meetings and the therapeutic 
approaches that I use to think about my clients.
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Case Discussion Group Year 2: Process Account Summary
July 2009
Year 2
Volume 1 228
This account gives an overview of my experiences within a Case Discussion Group 
during my second year of training on the PsyehD Clinical Psychology Course. 
Having a new facilitator had a great effect and this was at both the group and 
individual level. As a group we struggled with the facilitator’s attempts at 
increasing the structure of our groups, which at first I believed was due to 
preferring the flexibility of being able to discuss cases and issues as they arose. 
However, through the writing of this account I reflected on the possibility that the 
group opposed the new structure because it felt less safe and that a more structured 
format may have encouraged more challenging conversations. On a personal level, 
I found the presence of an external facilitator who explicitly stated their position in 
relation to the course and confidentially of the group encouraged me to share more 
within the group, which highlighted the importance of clearly explaining 
confidentiality to clients.
One of the facilitator’s attempts at increasing the structure of the group was to 
suggest that we complete cultural genograms. This led me to move from thinking 
about diversity in terms of broad categories to thinking about more subtle 
differences that may exist between my clients and myself.
I found that I contributed to the groups learning by sharing some difficulties I 
experienced with a supervisor on placement and by encouraging the group to think 
about eases from a psychodynamic perspective.
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Summary of Experience Gained on Clinical Placements
Years 1 to 3
October 2007- September 2010
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Adult Mental Health Placement-Year 1 
Spelthorne Community Mental Health Team (CMHT)
Outline: Within this placement I gained experienee of working within a CMHT 
setting where there was one lone clinical psychologist (my supervisor). 
Furthermore I gained experience of working with clients with severe and enduring 
mental health diffieulties.
Approach and type of work: I gained and developed basic skills in Cognitive 
Behavioural Therapy (CBT) as well as drawing on Sehema and Psychodynamic 
Models within supervision. The work largely involved long term weekly 
individual sessions with clients who presented with difficulties such as depression, 
anxiety and low self esteem. In addition I worked with a number of cases who 
presented with complex difficulties which included gender and sexuality issues, 
long term self-harm and experiences of psychosis. I was involved in regular risk 
assessments and management whieh involved liaison and joint working with other 
multidisciplinary team members. I also co-facilitated an Obsessive-Compulsive 
Disorder CBT group with another Clinical Psychologist working in the attached 
secondary care Psychology Service. I completed a number of Neuropsychologieal 
assessments within the Neuro-Rehabilitation Service.
Courses and Meetings: Regular attendance at both CMHT multidisciplinary team 
and referral meetings as well as monthly Psychology Meetings with regional 
Psychologists. Also attended workshops on “Mindfulness” and “Psychodynamic 
Understanding of Eating Disorders”.
Service User and Carer Involvement: Attendance at a service user and carer’s 
personality disorder forum.
Teaching and Consultation: Ran two training sessions on OCD for CMHT staff. 
Research: Completed my Service Related Research Project entitled “An
evaluation of the booster session component of the heterogeneous cognitive 
behavioural therapy (HCBT) group. This project involved organising a focus 
group in order to gain the views of some of the service users that had attended the 
HCBT group booster sessions. The aim of the project was to understand how 
service users saw the usefulness of the booster sessions so that future decision 
making around the development of the booster component of the HCBT group 
could be better informed.
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Learning Disability Placement
Wandsworth Community Learning Disability Team
Outline: This placement was within a large London-based integrated Health and 
Social Services Community Team for adults with Learning Disabilities.
Approach and type of work: The team had a historic Psychodynamic Approach 
of working with clients with learning disabilities and I was therefore able to 
develop skills and experience in using this approach with a number of clients. Also 
used both CBT and behavioural approaches with clients who presented with 
difficulties such as; grief, anxiety and depression. Furthermore, I provided 
consultation to a number of residential homes on client care and behavioural 
management.
Courses and Meetings: Attendance at regular psyehology meetings and weekly 
Psychodynamic Case Discussion Groups. Also involved in service development 
meetings about Psychology Referral Pathway. Completed a six week Systemic 
Course and training on Enforced Detention and Deprivation of Liberty.
Service User and Carer Involvement: Visits to local services which included a 
local theatre company and day centre.
Teaching and Consultation: Presented a case at the Psychodynamic Case 
Discussion Group and within a Team Eligibility Assessment Meeting.
Older Adult mental Health Placement
Bracknell Older Adult Community Mental Health Team
Outline: Gained experience of working with older adults and consolidated CBT
skills.
Approach and type of work: Predominantly used a CBT approach with clients 
that had been referred due to low mood, anxiety and issues related to aging.
Developed skills in adapting approach to work with older adults. Completed a 
number of neuropsychological assessments which included dementia assessments 
as well as a complex presentation of a lady with unexplained memory loss and 
cognitive symptoms. Also facilitated a weekly anxiety group at the Day Hospital.
Courses and Meetings: Attendance at weekly team referral/case discussion
meetings and monthly group supervision sessions.
Service User and Carer Involvement: Visits to local Day Hospital where I met 
and spoke with service users outside of any therapeutic relationship.
Teaching and Consultation: Presented a case at the Regional Neuropsychology 
Special Interest Group and provided training on CBT to nurses within the team.
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Child and Adolescent Mental Health (CAMHf Placement 
Ashford and St Peter’s CAMH Service
Outline: This placement was within a large CAMHS serviee in which there was 
six psychologists. I gained a rounded experience of working with children and 
adolescents and their families and adapting my approach to do so.
Approach and type of work: Used a variety of approaches which included CBT, 
behavioural, psychodynamic, narrative and systemic models. Worked with a wide 
range of presenting problems which included depression, anxiety, self-harm, anger, 
feeding and behavioural difficulties. Gained skills in neuropsychological testing of 
children using a wide variety of tests.
Courses and Meetings: Attendance at weekly psychology meetings and regional 
specialist interest CBT meetings. Attended in-team training on neuropsychological 
assessment, managing risk and CAMHS Policy. Also attended regularly peer 
supervision sessions and group neuropsychology supervision.
Service User and C arer Involvement: Visits to local Youth Offending Service.
Teaching and Consultation: Presented major Researeh project at Team meeting 
and provided eonsultation to Schools and nurseries.
Advanced Competencv Placement
Paediatric Oncology- The Royal M arsden Hospital
Outline: Gained experience of working within a medical setting and working with 
both inpatients and outpatients with or who have experienced cancer. Developed 
my professional skills and confidence in preparation for qualification.
Approach and type of work: Used a variety of approaches which included CBT, 
behavioural, solution focused, narrative and systemic models. Managed a large 
case load of both individuals and families with a wide range of presenting 
problems, which included issues related to adjustment and coping with diagnosis, 
anxiety, behavioural problems and anger. Gained experienee of working within an 
inpatient paediatric setting and the role of psychology within such a setting. Also 
consolidated and furthered my skills in neuropsychological testing of children 
using a wide variety of tests. Gained knowledge of the impact of childhood illness, 
and specifically cancer, on children and their families.
Courses and Meetings: Attendance at weekly psychosoeial meetings and medical 
ward rounds. Completed Advanced Safeguarding Children Training.
Teaching and Consultation: training to Play Speeialists on anxiety and preparing 
children for medical procedures.
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“Cognitive behavioural assessment and management with a 
woman in her early 60’s presenting with depression and low
self esteem.”
Adult Mental Health Case Report 1 Summary
April 2008
Year 1
Volume 1 235
This case report outlines the work I completed with a women in her early 
60’s who presented with depression and low self esteem. Jennifer was 
referred to the Community M ental Health Team following her request for a 
re-referral. Jennifer had previously seen my supervisor for a long period o f 
individual sessions following the death o f her husband five years previously. 
Jennifer’s mood had deteriorated again following the death o f  her mother 
six months ago and she also described ongoing difficulties in her 
relationships and experiencing very negative thoughts about herself. 
Furthermore, Jennifer was a committed Christian and was questioning some 
o f her beliefs and how these fitted with her hopes for an intimate 
relationship in the future. Jennifer’s presenting problems seemed largely 
linked to her past relationship with her husband who had repeatedly engaged 
in promiscuous risky sexual activities whilst cheated on her before. I used a 
Cognitive Behavioural Approach with Jennifer using techniques such as 
socratic questioning, guided discovery, thought records, behavioural 
experiments and activity monitoring and scheduling. Following our work 
together Jennifer showed an improvement on the outcome measures that 
were administered and presented with a greater awareness o f  the link 
between thoughts, feelings and behaviours.
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“ A cognitive behavioural assessment and treatment of a 
lady in her late 20’s presenting with a social phobia”
Adult Mental Health Case Report 2 Summary
September 2008
Year 1
Volume 1 23
This case reported focuses on the first five months of the work that I completed 
with Joanne, a 20 year old lady who was originally referred for Cognitive 
Behavioural Therapy for auditory hallucinations following an inpatient admission. 
However, at the time of the assessment Joanne requested that our work focus on 
her symptoms of anxiety within social situations as this was causing her the most 
distress at that time. Joanne described becoming extremely anxious within 
crowded places as she believed that people would look at her and make negative 
evaluations of her. Joanne also found it difficult to socialise with new people and 
eat in public places. When in any of these situations, Joanne experienced shortness 
of breath, sweaty palms, hotness, “butterflies in her stomach” and diarrhoea. 
Joanne reported that she had experienced these symptoms since her late teenage 
years but that they had become worse during the past couple of years. I used a 
Cognitive Behavioural Approach (CBT) with Joanne which involved socialization 
to the CBT model, cognitive restructuring and exposure work. As a result of a 
number of personal issues occurring for Joanne the focus of therapy did alter with 
later sessions focusing on relationship difficulties and her experience of auditory 
hallucinations. However, at the end of therapy, Joanne reported reduced anxiety 
symptoms and had successfully managed to eat in public a number of times. 
Furthermore, Joanne demonstrated that she was able to identify biases in her 
thinking and to use thought records to challenge negative automatic thoughts.
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‘B rief psychodynamic psychotherapy with a black British 23 year old 
woman with a moderate to severe learning disability.”
Learning Disability Case Report Summary
April 2009
Year 2
Volume 1 239
This case report is an account of the work that I did with a black British 23 year old 
female who has moderate to severe learning disabilities. Emma Johnson was 
referred to due to behavioural problems that were occurring at home which 
included spitting, swearing, urinating, refusal and avoidance. Although, her 
learning disability was considered to be a factor in the presentation of these 
behaviours, it was thought that her relationship with her mother was an even 
greater factor. A psychodynamic formulation was completed which linked past 
rejection, loss and abandonment in Emma’s life with a fear of future rejection by 
her mother. Brief psychodynamic psychotherapy was offered with the aim of 
providing Emma was a space in which to explore her feelings about her 
relationship with her mother. The outcome of this was that Emma showed greater 
awareness of her feelings and the protective function that her behaviours provided 
for her and some change in her behaviour was acknowledge by both Emma and her 
mother.
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“Using practice based evidence to integrate Cognitive 
Behaviour Therapy and Narrative Therapy in the treatment of a 
boy with emotional difficulties.”
Child and Adolescent Mental Health Oral Case Report
Summary
September 2009
Year 2
Volume 1 24
For the oral case report presentation, L presented the work I had completed with 
George, an eight year old male, who had been referred to the Child and Adolescent 
Mental Health Service (CAMHS) by the Special Education Needs Coordinator 
(SENCO) at his school. George had been referred due to concerns regarding the 
level of anxiety that he was experiencing at school. Furthermore, George had also 
become tearful on a number of occasions and had written a note expressing a wish 
to kill himself. The SENCO had been unable to identify why George had written 
the note when she spoke with him but discovered that he had thought about killing 
himself before. The SENCO was also concerned that George frequently spoke 
about the baby that his mother had miscarried the previous year and was concerned 
that too much information was being shared with George at home.
At the assessment, George’s parents also described that over the past six months,
George had been displaying difficult behaviour at home which included being 
upset and having tantrums. George reported that his parents had nicknamed the 
days when he misbehaved as “Devil Days”. George also identified that he was 
worried a lot of the time.
I used an integrated approach with George which involved both narrative and 
Cognitive Behavioural Approaches. I firstly worked with George to externalise the 
problem which I did by listening to George’s problem saturated story and working 
with George to name and draw the identified problem. I continued to use a 
narrative approach by listening for exceptions to George’s stoiy so that we could 
begin to build a picture of George’s expertise at coping with the problem. The 
CBT component of the intervention was introduced in order to give George some 
additional tools to help him manage difficult feelings that led to the problem of 
becoming frequently angry, upset and worried. George really engaged with the 
work and developed a number of “weapons” based on CBT principles that were 
summarise in his therapeutic document at the end of therapy. Both George and his 
parents reported a positive change in his behaviour and that he seemed happier and 
more confident.
This piece of work demonstrated my ability to integrate approaches that have not 
formally been integrated previously and showed my increased confidence in my 
clinical skills and the ability to use practice based evidence to integrate approaches.
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“An extended assessment of a female in her mid-sixties 
presenting with unexplained cognitive difficulties."
Older Adult Mental Health Case Report Summary
April 2010
Year 3
Volume 1 243
This case report outlines the extended assessment that I completed with June who 
was a female in her mid 60’s who presented with unexplained cognitive 
difficulties. June was originally referred to psychology due to difficulties with low 
self esteem and anxiety but during the initial assessment described experiencing 
moments of confusions and going blank. I completed an extended assessment 
collecting information from a range of cognitive assessments, additional 
observation and clinical interview with June, clinical interview and notes provided 
by June’s husband and investigation of June’s medication. The information gained 
within the assessment led me to hypothesis that June’s cognitive difficulties may 
have been linked with her low mood, past history of alcohol abuse and affect of her 
current medication. I also hypothesised that the cognitive changes may have been 
as the result of a dementia and therefore recommended that June be re-tested in the 
future in order for a comparison of the results to be made. Through this piece of 
work I gained confidence in my skills of administering and interpreting 
psychometric assessments and an appreciation of the value of completing an 
extended assessment.
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